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The Danger of Delay 


WiLtiAM BENBow Tuompson, M.D., Los ANGELES, CALIFORNIA 


N 1937, my associate, Emil J. Krahulik, and 

I’ reported an analysis of 135 deaths after 
cesarean section gathered from the seven cities 
survey? and from Los Angeles County. In 194° 
we reported an additional 75 deaths. These re- 
ports seem to have been the first considerations 
exclusively dealing with cesarean fatalities, and 
were followed, in 1951, by Gordon’s* remarkable 
collection of 258 deaths in Brooklyn and en- 
virons. The three reports had several points of 
similarity, but none more striking than the fact 
that the most frequent error of judgment was 
delay. In this discussion, I shall endeavor to 
point out some delays that have added hazards 
to the inherent dangers of childbirth, and to sug- 
gest how they may be avoided. 

Delay as a danger was first noted by us in 
association with abdominal delivery. Certainly 
this is not the only field in which this phenome- 
non is manifest but since our attention was 
aroused by failures to recognize and treat prompt- 
ly some of the complications of pregnancy and 
labor in which cesarean section was appropriate, 
IT shall consider first some instances wherein 
delay increases the risks involved in this pro- 
cedure. 

One of the great hazards to successful de- 
livery is an inefficient uterus that fails to pro- 
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duce rhythmic forcible contractions in sequence. 
While attempts are made sporadically to prog- 
nosticate the outcome on the basis of configura- 
tion, degree of fat deposits, and other factors of 
some diagnostic value, the sad fact remains that 
the only criteria of importance arise when the 
patient actually is in labor. Then, and only 
then, can the pattern of labor be correlated 
with the probabilities of the future. When con- 
tractions are intermittent, fitful, and serve only 
to keep the patient awake and uncomfortable, the 
attendant should take heed. When this indifferent 
semi-labor continues for 12 to 18 hours without 
altering appreciably dilatation or descent of 
presenting part, then the attendant should be 
warned. 

This is no the time for him to reason “She’ll 
go into active labor presently, and the nurse 
will call me.” Hence 24 to 36 hours elapse be- 
fore he even starts to consider alternative proce- 
dures. And the vicious chain of circumstances 
continues. Now a new day is at hand, with 
house calls, office appointments, meetings, and 
all the daily duties. It is so easy to continue the 
usual round because “my patient is not doing 
anything” — except wasting her strength and 
her resistance. Eventually she may deliver, as 
witness the extensive bibliography on prolonged 
labor. Note, however, that these articles on long 
labors invariably relate a considerably increased 
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fetal loss and an increased percentage of these 
unfortunates ultimately reach the operating 
rooms. 

I would not for an instant wish to give the 
impression that I have a magic formula whereby 
this problem is solved. All I can do is to suggest 
that wishful thinking be replaced by careful 
consideration of the patient’s needs. This can- 
not be secured by any routine to be applied by 
the nursing or house staff. It calls for closer 
personal supervision than is needed by patients 
progressing normally. These girls are discour- 
aged. No one need tell them that they are “not 
doing anything”. They know it, and their spirits 
are low. I admit a number of rather violent prej- 
udices, of which amateur hypnosis is one, but 
here is where sympathetic suggestion often is 
worth a trial. If you can soothe the apprehen- 
sions of one of these patients and substitute re- 
laxation for her tensions born of fears, you will 
have made a real contribution to her reserves. 
This must be done early, not after long hours of 
weariness have conditioned her mind and body to 
resist to the last the trials that beset her. I dis- 
like pitocin drip infusions and fear they are being 
used too often for too many patients but in the 
presence of a labor that has indicated sluggish- 
ness in the first eight or 10 hours, I will use 
this agent in a highly diluted form, but only if 
I am present. It is a powerful stimulant and 
administration should not be delegated to some 
youngster, even though this may increase his 
experience. Let him stand with you at the bed- 
side if you will, but it is your responsibility to 
maintain a minimal safe dosage. 

But what if suggestion and moral support be 
not enough, and the artificially stimulated activi- 
ty of the uterus still fails to indicate promise for 
the future? I assume that fluid balance has been 
maintained and even that nature’s resistance to 
intrapartum infection has been: augmented by 
the use of one or more of the antibiotics. I as- 
sume further that 18 to 24 hours of ineffectual 
labor have dragged along. Here I take issue with 
the so-called conservatives. I believe whole- 
heartedly that, in the absence of any indication 
that the dismal picture will shortly brighten, 
fewer risks are assumed by performing a low 
cervical cesarean at this point than by further 
procrastination. 

Granted, by another day it might still be pos- 
sible to deliver the patient by extraperitoneal 
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section. Granted, it might be possible to avoid 
peritonitis if that layer remains vital and intact, 
and to reduce the incidence of wound infection 
with antibiotics. And granted, some of these 
patients would deliver vaginally if their strength 
held out until they had literally slugged their 
passenger through the birth canal. It still would 
be true, however, that in this extra 24 hours a 
number of babies would be lost, and a number 
of patients would have prolonged, expensive con- 
valescences. Hence I believe that, despite the in- 
crease in the incidence of operative delivery, one 
should not allow himself more than 24 hours 
to predict the outcome of labor, and that he 
should then proceed with definitive action when 
the prospects appear dim. 

Turn now to another complication affecting 
delivery in which delay in providing remedial 
care may be hazardous and in which the time 
spent in confirming a diagnosis may militate 
against the best interest of the patient. Hemor- 
rhage at or near term usually betokens either 
placenta praevia or premature separation of the 
placenta. Which confronts you? For that matter 
if bleeding be profuse, what difference does it 
make? The usual story is that the patient or 
her husband phones that she is bleeding severely. 
An ambulance is hurried to the home and hur- 
ries back to the hospital with screaming of sirens 
and ringing of bells. On arriving in the delivery 
suite, the attendant confirms the fact that the 
patient really is bleeding. There are pads and 
towels to attest this item, although the patient 
invariably overestimates the total amount so 
displayed. 

An additional yardstick is noted by Parks. 
If the bleeding began in the early morning, as 
is frequent, one may find feet stained with 
blood. This he considers an indication of a blood 
loss of at least 250 cc. The patient may sponge 
away blood on her thighs and vulva but close to 
term she cannot easily cleanse her feet. So one 
comes to a logical conclusion. This patient has 
lost a sizable amount of blood. Her immediate 
condition, and whether the bleeding is continu- 
ing, should determine whether diagnosis or treat- 
ment should be attempted first. 

All too often, once the patient has reached the 
delivery suite, action seems to cease. A lab tech- 
nician leisurely appears and draws blood for 
typing and cross-matching since the hospital will 
not accept the typing made previously by another 
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laboratory. At least half an hour, and more com- 
monly an hour or more, elapses before blood is 
certified as being compatible. X-ray of the ab- 
domen to determine placental location may be 
essayed, but the roentgenologist hesitates to ren- 
der an opinion on a wet plate. A sterile vaginal 
examination, as stressed by practically all our 
professors, hauls the patient from her bed to the 
operating table and back again. The. clock races 
merrily along. 

Provided the bleeding is checked or is not 
continuing at a brisk pace, these steps can pro- 
ceed without endangering the patient’s chances 
but, except for the blood matching, they have no 
place in the management of severe hemorrhage. 
Prompt replacement of blood loss is imperative 
and no well organized obstetrical department 
should be without a reasonable quantity of pre- 
pared O-negative blood for such emergencies. 
But promptness in conserving the patient’s own 
blood is equally important. Delay means addi- 
tional blood loss which in turn means additional 
danger. 

The differentiation between placenta praevia 
and premature placental separation is not always 
simple. Separations are not always accompanied 
by rigid uteri, and pain is not always present. 
Several years ago, I encountered three instances 
in a row where the symptoms seemed classic for 
placenta praevia, and all three were placental 
separations high in the fundus. Neither do the 
lesser degrees of encroachment upon the lower 
segment in placenta praevia always show less 
marked hemorrhage. 

The first contribution to® medical literature 
bearing my name included a fine illustration by 
Max Bréedl of a postmortem uterus showing a 
marginal placenta praevia in which the area of 
separation was not over ten square centimeters 
but from which the patient died of hemorrhage. 
What I am trying to emphasize is that the course 
of action should be dependent upon blood loss, 
rather than upon diagnosis. It is all very nice 
to specify “38 weeks of pregnancy. Hemorrhage 
due to placenta praevia” as the preoperative in- 
dication and then have that opinion confirmed 
on the operating table, but it may not be safe 
to spend the time necessary to be sure of the 
diagnosis. Promptness in checking the open 
sinuses from which vital fluid is pouring is more 
valuable than the refinements of diagnosis. I 
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do not exclude vaginal examination from the 
list of time-consuming, unnecessary procedures. 
At best, it will average an additional twenty 
minutes during which the bleeding continues. 

Recently there has been some controversy as 
to whether “once a cesarean, always a cesarean” 
should hold its place among the classic dicta. I 
contend that it should. There are those who sug- 
gest, because cesarean mortalities commonly are 
higher than vaginal deliveries, merely electing the 
vaginal route in the previous cesarean patient 
will place her in the safer category. I don’t be- 
lieve it..Those who have tried this experiment 
have stressed that constant attention is needed, 
and that operating facilities must constantly be 
available. 


This statement alone belies their contention. 
If vaginal delivery be safer, as they insist, then 
why the need for a standby operating room, com- 
plete with nurses and anesthetist? I admit that 
such provision is wise since these reports all 
show some ruptured uteri. It is significant, I 
think, that these uteri ruptured in spite of the 
close supervision of the labors to which they were 
subjected. Thus far, no signs and symptoms have 
been proposed that indicate solidity of the uter- 
ine scar. All of the findings and suggestions have 
been aimed at early detection of impending rup- 
ture and to date, none has proved more signifi- 
cant than the presence or absence of pain in the 
scar area. 

As to the safety provision of an operating 
room and staff in constant readiness, what pa- 
tient could today assume that financial load 
even if the hospital were willing so to tie up its 
working space? Robert Cosgrove’, attempting to 
answer this question at the 1950 A. M. A. session, 
stated that doctors should have more to say in 
hospital management and insist upon this and 
similar safeguards for their patients at no addi- 
tional charge. In the Margaret Hague, the Cos- 
groves may dictate as they wish but even there 
hospital costs depend upon hospital usage. Even 
in charitable institutions, nurses and anesthetists 
are paid and costs mount up whether or not 
assessed directly to the patient. In a private 
hospital these charges would be fantastic. On 
economic grounds alone, then, it is not feasible to 
deliver a precious cesarean patient from below. 

What are the dangers of repeated cesareans? 
Arnot’ pointed out long ago that the repeat 
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cesarean was safer than the initial operation. 
At the Cedars of Lebanon Hospital* where previ- 
ous cesarean is an accepted indication, nearly 
1,200 repeat operations have been done since 
the opening of the hospital in 1930, thus far 
without a death. In fact, the overall cesarean 
mortality, including the poor risks, is lower than 
for all deliveries. 'Tollefson® has just published 
the statistics from the California Hospital at 
Los Angeles, again without a death in 612 of 
the repeat groups. | 

A point emphasized by those who favor vaginal 
delivery after sections is that there is not thus 
an artificial limitation of the size of the family. 
Not too long ago the papers reported an instance 
of one patient who had had eight cesareans at one 
hospital, done by the same physician, possibly 
on a job lot basis. At the forthcoming A.M.A. 
session is listed a discussion by McNally of 
Baltimore on “The Patient with Four or More 
Cesarean Sections’. Thus concern over limita- 
tion of the number of offspring by repeated 
cesarean would seem to have little basis in fact. 
Hence, I still insist that with this condition 
there is more danger in delay than in the pro- 
cedure. 

It would ‘seem that I am advocating extension 
of the indications for cesarean, with an attend- 
ant increased incidence. That is true. Cesarean 
mortality tables tend to exaggerate the dangers 
of the operation dealing as they do with patients 
depleted of resistance by long, tedious labors, 
with excessive blood loss, and with nephritis, 
diabetes, or other systemic disorders. Such pa- 
tients are poor risks. The point to be held in 
mind is that they are even poorer risks for vag- 
inal delivery. 


We must accept the systemic diseases compli- 
cating pregnancy as they come, and do our best 
to carry these women through the valley of the 
shadow. At the same time, we should endeavor 
to give patients afflicted with prolonged labors 
and debilitating hemorrhages the benefit of the 
safest mode of delivery at our command. Cesa- 
rean may be the answer provided one has not 
delayed until the period of safety has elapsed. 
The operation itself is not technically too diffi- 
cult. The chief demand upon one’s judgment is 
the time at which it is done. 

Consider for a moment older procedures that 
were employed when cesareans were actually un- 
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safe. How many of you would now do Dihrssen’s 
incisions and a midtforcepts delivery? How many 
of you would be now satisfied that you had exer- 
cised excellent obstetrical judgment when by so 
doing you had as a result a more or less damaged 
baby and a vaginal cripple even though her ab- 
domen was unsullied by a scar? In my hospital 
days, the indication for a simple low forceps 
was two hours of labor without advance or, as a 
teaching indication, after an hour. Doesn’t that 
seem archaic to you now? It does to me. Isn’t 
it just as archaic to postpone a cesarean section 
because of time-hallowed fears of its dangers? 
Nonetheless, powerful forces residing in Chicago 
damn a hospital whose cesarean rate is above 
4%. 

It is somewhat paradoxical that hemorrhage 
heads the list of factors involved in maternal 
mortality although blood is currently available 
in all our major hospitals, and even in small 
communities, “walking blood banks” are main- 
tained. Delay in the giving of blood is not now 
often noted in surgical procedures if these be 
on the operating lists. In the delivery room, how- 
ever, this is often unavoidable. Not many births 
can be scheduled in advance; hence not often 
will one realize the need for typing and cross- 
matching before blood loss occurs. This state of 
affairs can be improved considerably by follow- 
ing the rules recently detailed by Gaspar’® which 
included placing an 18 gauge needle in the veins 
of patients with twins or hydramnios, or who 
have had either overlong or overshort labors, or 
who have a history of postpartum hemorrhage. 
Promptness in transfusion when needed can and 
does save lives. 

There will arise in the course of an obstetrical 
lifetime a few cases of seemingly intractable post- 
partum hemorrhage. Bleeding continues at an 
excessive rate or, with momentary checking of 
external evidence, resumes its flow when the 
uterus and vagina are emptied of clots. My most 
recent experience with such a patient was only 
a year and a half ago. This patient began bleed- 
ing profusely three hours after delivery. There 
was only transient response to oxytoics. (Paren- 
thetically, I have gained the impression that if 
there is not firm and continued contraction of 
the uterus with the first injection of an ergot 
preparation. there will be no better contraction 
with repeated doses. IT continue such medica- 
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tion and will continue so to do, but 1 begin my 
active worrying with such an initial failure of 
result. ) 

Transfusion was started at once, and shortly 
a second vein was employed, Blood was run in 
under pressure and even then we were able to 
maintain blood pressure at only shock levels of 
50-70/20-20. At the end of an hour, having 
given 2000 ce. of blood, I did a rapid hysterec- 
tomy. With the clamping of the second uterine 
artery, pressure rose to 110/60, and was main- 
tained. All told this patient received 8 flasks of 
blood in 8 hours. It was harsh treatment. I didn’t 
enjoy the decision to remove the uterus from a 
young girl who had just been delivered of her 
first baby but I would have enjoyed much less 
trying to explain her death to husband and 
family. I caution you, if faced with similar cir- 
cumstances, do not delay radical intervention 
until the patient is in irreversible shock. 

Thus far, we have been concerned chiefly with 
the parturient, but delay in care can be just as 
hazardous for the newborn. We all are aware 
that promptness in exchange transfusion is es- 
sential if Rh incompatibility is shown by a 
positive Coomb’s test. We are forewarned of pos- 
sible trouble and have made arrangements in 
advance to anticipate the problem. Our fore- 
hodings are not aroused, however, under more 
ordinary circumstances, and sometimes we fall 
into error. 

The most important change in the transition 
from intra- to extra- uterine existence is the 
change in the method of oxygenation of the 
baby’s blood. All manner of evils result when 
that transfer is not effected promptly. The baby’s 
initial breathing is important. In the delivery 
room, usually the physician has nothing else 
demanding his attention for the moment and 
hence ordinarily he attends the child until he 
is squalling lustily, red of face, and safe into 
the world. If, however, the babe is born limp and 
listless whether from sedatives, anesthesia, or 
the trials of his passage through the birth canal, 
how well organized are the resuscitatory measures 
at hand? Even so simple a matter as placing a 
small catheter through the nose into the naso- 
pharynx and bubbling oxygen through it will 
frequently maintain life and vitality. If the need 
for oxygenation is more urgent, intratracheal 
intubation is simple and the only certain meth- 
od of supplying oxygen to the infantile alveolar 
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balloons. Eastman" has pointed out in his beau- 
tiful essay “Mt. Everest in Utero” that the fetus 
has accustomed himself to an oxygen concentra- 
tion lower than that at the dizzy heights of the 
world’s loftiest peak but he cannot long exist 
outside his sheltered chrysalis without a much 
more abundant supply of this most vital gas. 

Babies born by cesarean are less likely to 
survive than those delivered vaginally, Various 
explanations for this are suggested. Many infants 
have been adversely affected by toxemia of the 
mother or her loss of blood to the extent that 
her blood pressure is lowered, or more directly 
affected by premature separation of the placenta. 
An appreciable percentage are prematures, sub- 
ject to all the hazards of immature life. Some 
are, I fear, victims of delay in clearing their 
breathing passages of fluids and mucus. Tol- 
lefson® believes that the babe is conditioned for 
breathing by the rhythmic compressions received 
during labor and that the compression of its 
chest in moving through the birth canal tends 
to clear the larger bronchi of their burden of 
fluid. If these hypotheses be true, what possible 
excuse have we at cesarean for handing the new 
born to the least skillful attendants at the opera- 
tion? I have seen an interne or student nurse 
entrusted with the baby in whose interests the 
cesarean was done. Too often more expert care 
is not secured until long minutes of nonbreath- 
ing have convinced the tvro that his or her ef- 
forts were not enough. 

There is little excuse for not assuring a Cesare- 
an babe of his best possible chance for survival. 
Our operating team means three men in attend- 
ance; the operator, the first assistant, and the 
man who drops out with the baby. If only two 
of us are available, one of the house staff serves 
as first assistant, and a senior man still is in 
charge of the babe until it is safely on its way 
to the nursery. I commend this arrangement to 
you. Delay in care of the cesarean newborn may 
negate the whole basis of a particular procedure 
to say nothing of the grief needlessly caused 
the mother. 

Years ago a story was told, probably apocry- 
phal, of a wise Chicago obstetrician who. when 
called in consultation because of difficulties in 
labor, would gallop his horse across town, dash 
into the hospital and up to the delivery suite. 
change hurriedly into a scrub suit, and then take 
from his coat a nice Havana cigar which he 
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would light and smoke leisurely until it would 
smoke no more. By the time the cigar was con- 
sumed, the problems of delivery were spontane- 
ously resolved. He may have been wise for his 
day, but I fear his modern prototype does not 
deserve our respect and admiration. 

There is a place for watching and studying, 
but not while facing conditions that demand 
promptness if they are to be alleviated. In our 
scrub room is a bronze plaque setting forth 
Bumm’s aphorism “He who cannot await the 
safe processes of nature is no true obstetrician”. 
But the emphasis is on safety, not merely wait- 
ing. Fellow physicians, watchful waiting is an 
excellent policy only if one knows for what he 
is watching and is not stupidly awaiting the oc- 
currence of disaster. There are dangers in delay. 


. 


The treatment of rheumatoid 
arthritis 

One of the biggest bugbears for practitioners 
has been the desire for a single form of treat- 
ment in rheumatoid arthritis that could be put 
to use as a routine measure for patients when 
the diagnosis is first made. If the physician 
understands the disease and knows the varia- 
tions in management required in the different 
stages of illness and in the different patients, 
he can appreciate that no single treatment can 
be adequate even with the remarkable new dis- 
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coveries that have been made. Any treatment 
program for a patient with rheumatoid arthritis 
requires attention to many different things. A 
single medicine given by mouth or injection, a 
single physical treatment, a single diet is in- 
adequate. It is necessary to mold a program that 
has many facets to fit the patient’s problem and 
to change this from time to time as the condi- 
tions change. It the physician appreciates these 
features of the patient who is ill with rheuma- 
toid arthritis, he will do much better in planning 
treatment. Richard H. Freyberg, M.D. Rheuma- 
tod Arthritis. New York Med. Sept. 5, 1955. 
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The Diagnosis 


of Pulmonary Lesions 


NosieE CorreE.i, Jr., M.D. AND Hiram T. Lancston, M.D., Hines 


FTEN and even after extensive study, the 

nature of a lung lesion may remain in- 
determinate unless tissue is obtained for a 
histologic examination. We wish to discuss two 
methods of obtaining such material. 

The first, excision of the scalene fat pad, 
provides lymph nodes which may disclose the 
disease process responsible for the pulmonary 
lesion. 

The scalene fat pad is approached through an 
incision lateral to the posterior border of the 
sternocleidomastoid muscle, immediately above 
and parallel to the clavicle. Local anesthesia is 
used. Such an incision need not be more than 
five centimeters in length. By combined sharp 
and blunt dissection with the sternocleidomastoid 
muscle retracted medially, the scalene fat pad 
is found lying on the anterior scalene muscle. 
It can be removed with minimal risk to any 
important structure and with very little bleed- 
ing. If the lymph nodes contained in the fat 
pad appear grossly normal, then it is advisable 
to seek paratracheal nodes in the superior medi- 
astinum. These can usually be located by the 
gently palpating finger if enlarged nodes are 
present. Exposing such nodes in the superior 
mediastinum to direct view by utilizing a laryn- 
goscope has been advocated’. We have not used 
this technique, although we have tried using a 
lighted brain retractor. It seems that if signifi- 
cant nodes are present, they can be easily pal- 
pated and removed by teasing the fat pad up- 
ward with a minimum of instrumental retraction 
of the pleura and great vessels. It is important 
to remember that the parietal pleura is the 
lateral covering of these paratracheal nodes and 
considerable caution should be used during their 
removal. Excessive exploration through this 
small biopsy incision could rob scalene node 
biopsy of its greatest assets: simplicity and 
safety. 





From the Surgical Service, Veterans Admunistration 
Hospital, Hines, Illinois. 
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The charts of all patients having had scalene 
node biopsies at the VAH, Hines, were collected 
and reviewed, up to and including June, 1955. 
The majority of these biopsies were performed 
during the last six months of this period. Only 
those patients suspected of having primary pul- 
monary disease were included in this study. 
There were forty-four scalene node biopsies re- 
reported as either “normal” or “chronic lympha- 
corded upon such people. Thirty-three were 
denitis”. 

The remaining eleven were histologically di- 
agnostic. In ten of these, all other diagnostic 
measures, short of direct attack upon the lesion, 
liad failed to establish a diagnosis. The diseases 
in which a positive scalene node suggested a 
diagnosis for the pulmonary lesion were, in one 
instance each: tuberculosis, Boeck’s sarcoid, 
Hodgkin’s disease, reticulum cell sarcoma and 
on six occasions bronchogenic carcinoma. The 
other positive scalene node biopsy was in a 
patient with brochogenic carcinoma, proved on 
bronchoscopic biopsy. The scalene fat pad was 
resected in order to help determine the presence 
or absence of distant metastases. Accepting the 
presence of distant metastases as evidence of 
inoperability in bronchogenic carcinoma, the 
positive scalene node biopsy spared the patient 
the risk and inconvenience of an exploratory 
thoracotomy in seven instances. It also prevented 
an ill-advised thoracotomy in one patient with 
tuberculosis who had the X-ray appearance and 
clinical course compatible with tumor and no 
other previous evidence of this lesion being 
tuberculous. Whereas the diseased scalene lymph 
node need not mirror the pulmonary pathology 
and therefore is not necessarily an indicator of 
the disease within the lung, the scalene node 
that is involved with carcinoma can be accepted 
as a sign of inoperability, even if it provides only 
presumptive evidence that the primary tumor 
is in the lung. 

There were ten negative scalene node biopsies 
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in proved bronchogenic carcinomas. ‘Three of 
these could not be resected at thoracotomy. Sca- 
lene node biopsies were negative in three patients 
who subsequently were found to have active 
tuberculosis. Most of the negative biopsies not 
already discussed were in diagnostic problems 
who remained so. Some have recovered com- 
pletely and others are chronically ill with symp- 
toms of variable severity. 
Summary of Results of Scalene Node Biopsy 


Histologically positive 25% 
Made a diagnosis 23% 
Prevented unnecessary thorocotomy 18% 


4% 

The second type of biopsy maneuver is the 
most direct and involves obtaining a specimen of 
lung for microscopic study by one of three 
approaches : 


Complications (small hematoma) 


Thoracotomy with excision biopsy (actually 
exploratory thoracotomy) with complete removal 
of the isolated lesion, or resection of the diseased 
portion of lung. is definitive therapeutically as 
well as a diagnostic measure. 

Needle aspiration biopsy of lung lesions has 
been recorded on twenty occasions at VAH, 
Hines: 45 per cent were diagnostic and ten per 
cent caused complications. In a series of 94 such 
biopsies, Woolf? reported complications in 45 
per cent with one mortality. The objections to 
this method are real: being a blind procedure, 
the needle may not enter the diseased area, in 
which case, the tissue obtained will fail to rep- 
resent the lesion. The deaths reported from 
needle aspirations within the lung have been 
thought to be due to cerebral air embolus, al- 
though pneumothorax, hemorrhage, and spread 
of tumor or infection along the needle tract are 
other obvious objections. 

Wedge biopsy of diffuse lung lesions can be 
yerformed through a limited thoracotomy in- 
cision. There have been eight such procedures 
carried out at this hospital. In each instance, the 
specimen was eonsidered diagnostic. There were 
two cases showing Boeck’s sarcoid and one each 
of the following: epidermoid carcinoma, lipoid 
pneumonia, chronic granuloma (type not speci- 
fied), fibrosis. with fibrosis, and 
foreign body reaction with chronic pneumonitis. 


congestion 


These wedge biopsies were taken through a 
five to eight cm. incision anteriorly, with re- 
section of a similar piece of rib. During the 
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period that the pleura is open, the lung must be 
kept fully inilated and intimately opposed to 
the chest wall to prevent pneumothorax. Intra- 
pulmonary positive pressure is provided by the 
anesthetist and a portion of the lung herniating 
out through the incision is obtained for a speci- 
men. The elliptical defect is made air tight by 
sutures of fine silk and the wound is closed with 
the lung still fully expanded. This limited 
thoracotomy has been found less formidable 
than open thoracotomy, since the operating time 
is short, little blood is lost, and no postoperative 
pneumothorax is created if the operation is 
properly performed. However, the surgeon must 
be content with the area of lung that presents 
when the anesthetist inflates the system. Any 
degree of exploration for a more choice portion 
of lung from which to obtain a specimen will 
result in pneumothorax. The occurrence of a 
pneumothorax is undesirable but not catastro- 
phic, since any residual air can be aspirated by 
needle post-operatively, or an intercostal catheter 
may be inserted. 

In this series of eight cases, there were two 
instances of postoperative pneumothorax neces- 
sitating water-seal drainage. In both instances 
the surgeon “explored a little”. This complication 
was not serious and there were no other compli- 
cations from the procedure. An acceptable diag- 
nosis in 100 per cent of these 
cases. It would seem from this small series that 
this is a safe and valuable technique. Klassen, 
Anlyan and Curtis*, who originally described 
this operation, reported 50 cases of diffuse 
pulmonary lesions biopsied by this method, with 
no pneumothorax nor other serious postoperative 
complication, 


SUMMARY AND CONCLUSIONS 


was made 


A diagnostic approach to pulmonary lesions 
has been presented with a small series of cases 
illustrating two relatively simple biopsy methods 
which may be of value and warrants the follow- 
ing conclusions : 

1. Scalene node biopsy is a safe operation in 
experienced hands. It is frequently a valu- 
able diagnostic procedure in cases of pul- 
monary disease not diagnosed by simpler 
endeavors. If positive, it can spare a patient 
with bronchogenic carcinoma the necessity 
of an exploratory thoracotomy. 

2. Indeterminate solitary pulmonary lesions 
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should be managed by excision biopsy at 
thoracotomy. 


3. The nature of diffuse pulmonary lesions 
that remain indeterminate despite our best 
efforts, can usually be clarified by lung 
biopsy through a limited thoracotomy in- 
cision. If exploration for a representative 
sample of lung is necessary, there is no 
serious objection to this extension of the 
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LC festation of the bowel in children with amebas, 
worms, and other parasites is common. Al- 
though there is a great variation in different 
areas of the country, the return of veterans from 
overseas, especially from the far East and south 
European and North African regions, has dis- 
seminated these organisms widely throughout 
the United States. It is estimated that five to 30 
per cent of hospital patients have endameba 
histolytica in their stools, from five to 30 per cent 
have giardia, while trichomonas and chilomastix, 
though rarer, occur occasionally. Likewise, the 
incidence of intestinal worms, especially pin- 
worms and Ascaris, is high. Ten to 30 per cent 
or more, depending upon the area and living 
conditions are carriers of these organisms. 

I would suspect that our failure to diagnose 
such parasitic diarrhea is twofold. First, intes- 
tinal symptoms caused by any of these infesta- 
tions do not fall into a clear-cut symptom com- 
plex. Diarrhea often is intermittent, lasting only 
long enough to make the patient think of going 
to a doctor, but not long or severe enough to get 
him there. He has a few loose bowel movements 
every few days to a week or two: occasionally 
accompanied by blood, pus. and mucus. 





Olney Sanitarium Clinic 

Presented before the Section on Pediatrics, 114th 
Annual Meeting Illinois State Medical Society, May 
19, 1954. 


for March, 1956 


maneuver, so long as the resultant pneu- 
mothorax is recognized and treated. 
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Parasitic Diarrhea 


Frequently there are periods of constipation, 
the perennial complaint of mothers, which over- 
shadows the bouts of loose stools and easily leads 
the doctor astray. Symptoms other than diarrhea 
often are vague: poor appetite, easy tiring, lack 
of pep, and irritability. Such complaints repeated 
over and over again are earmarks of appre- 
hensive parents, and are common in many chil- 
dren with mild psychoneurosis or poor nutri- 
tional status or after recurrent infections. 

If, as is all too easy to do, we label these com- 
plaints psychoneurotic or nutritional or the 
imaginings of overzealous parents, the diagnosis 
seldom will be established. In essence, what we 
need is to consider seriously the possibility of 
intestinal infestation as a cause of occasional 
diarrhea and rule out the possibility by adequate 
investigation. 

The second cause is that it is primarily a 
laboratory diagnosis. Unlike measles, tonsillitis, 
appendicitis, and a multitude of other diseases 
where the laboratory may play a secondary role, 
the diagnosis of intestinal infestation with 
amebas and some of the worms is primarily 
made in the laboratory. Laboratories by and 
large take little interest in odorous specimens, 
especially if fecal in nature. 

Proper examination for these organisms re- 
quires a loose bowel movement, preferably diar- 
rheal or after active catharsis; a fresh specimen ; 
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and lots of them. One or two negatives may 
mean little; occasionally four, five, or more ex- 
aminations are needed to find the organism. In 
addition, it requires a laboratory technician who 
knows what he is looking for and expects to find 
something; rather’than one who gets ready to 
write “negative” ashe leans over the microscope. 
The use of special techniques to demonstrate the 
cysts or the eggs, such as concentration by the 
zinc-sulfate flotation method or cellophane swabs 
from the perianal region, often are necessary to 
make a diagnosis. 

Of numerous protozoa and worms that may 
infest the intestinal tract, the most likely to 
cause symptoms is the E. histolytica. This para- 
site invades the intestinal wall and produces 
ulceration of a greater or less degree. The dis- 
ease is extremely va.iable in character and the 
term “amebic dysentery” poorly describes amebi- 
asis as it is known in temperate climates. 

Acute attacks of amebiasis with active, bloody, 
and mucoid diarrhea hardly need comment. | 
will confine my remarks to what seems to be 
a commonly observed syndrome in which the 
diagnosis is less frequently entertained. Symp- 
toms in such children frequently are vague. There 
usually is some history of bowel disturbance 
such as infrequent periods of loose stools alter- 
nating with constipation. No blood, pus, or 
mucous is noted and diarrhea may be so mild 
it is not considered abnormal by the mother. 
Constipation may be present between the loose 
bowel movements and cathartics frequently are 
given. Consequently, the bout of diarrhea may 
be attributed to success of the mother’s home 
remedies. Occasional abdominal cramping, gas, 
or nausea also may occur. 

Overshadowing these gastrointestinal com- 
plaints, however, are the comments about the 
child’s behavior. He becomes irritable and quar- 
rels and cries a great deal. His appetite is er- 
ratic; occasionally he eats little and at other 
times he has a ravenous appetite. He is some- 
what lethargic and tires more easily than usual ; 
and complains frequently of vague muscle aches 
and pains. These manifestations may go on for 
weeks or months and the child may be taken 
from doctor to doctor. The child may look 
chronically ill and somewhat undernourished, 
his complexion is sallow, and his abdomen is 
moderately distended. A careful search demon- 
strates amebas in the stool. 
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The diagnosis of K. histolytica depends, as I 
mentioned, on a well staffed, interested labora- 
tory and numerous stool examinations. Stools 
obtained fresh for demonstration of the motile 
forms should be supplemented by the zinc-sulfate 
flotation method for concentration of cysts. These 
special techniques greatly enhance the chance 
of making the diagnosis. 

The treatment of amebiasis has taken a dra- 
matic turn in the past few years. Emetine, car- 
barsone, chiniofon, and other drugs may give way 
to the antibiotics. Aureomycin and _ bacitracin 
produce a good percentage of cures, and recent 
work suggests that terramycin is even more ef- 
fective. Tobie, comparing aureomycin, terramy- 
cin, and bacitracin, found that the ameba and 
cysts disappear from the stools in 100 per cent 
of the cases with aureomycin and terramycin at 
the end of two weeks, but at the end of 21% 
months, 40 per cent of those receiving aureo- 
mycin again had cysts in their stools, while none 
of those on terramycin had a recurrence by the 
end of 6 months. Time will be needed to deter- 
mine whether such a high cure rate can be con- 
sistently maintained. The recommended dose of 
terramycin is 250 milligrams four times a day 
for children under 75 pounds and 500 milligrams 
four times a day if over 75 pounds, for a period 
of 10 days. 

Giardia is another of the common protozoan 
infestations but there appears to be some ques- 
tion as to the pathogenicity of this organism. It 
frequently accompanies KE. histolytica and the 
presence of giardia calls for a search for the more 
pathogenic organism. Giardia is said to produce 
a celiac type of bowel movement: large, pale, 
frothy, and loose. Most parasitologists feel that 
although giardia may be the cause of diarrhea 
in young children it is rather infrequent. 

The present treatment is atabrine, 34 gr. b.i.d. 
for 3 to 5 days for small children and up to 1%4 
gr. three times a day for five days for adults. 
This is reportedly very effective. 

Although theoretically diarrhea may be pro- 
duced by other protozoas, such as Trichomonas 
hominis and chilon.astix mesnili, which cause 
heavy infestation in the stool of young children, 
the evidence is scanty that they are truly patho- 
genic in an otherwise normal intestinal tract. 

Intestinal worms form the second large class 
of parasites which may produce diarrhea. Char- 
acteristically, diarrhea produced by worms is 
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relatively mild. If it occurs at all in a particular 
patient, it usually alternates with constipation. 
Diarrhea normally consists of a few loose bowel 
movements and occasionally some mucus, but 
never blood or pus. Diarrhea associated with pin- 
worm infestation often occurs at bedtime and, 
is difficult to evaluate since loose bowel move- 
ments may result from rectal irritation rather 
than any direct activity in the intestinal tract. 

Terramycin, gentian violet, and Antepar® 
(piperine hexahydrate) are all effective in treat- 
ment. Because of cost and ease of administration, 
Antepar appears at this time to be the most 
useful. Dosage ranges from 14 teaspoon to 1 
teaspoon two times a day, depending on weight, 
for 7 days, and repeating the course after a 7 
day rest period. 

Ascaris may cause loose bowel movements, 
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This is it 

The retirement of a physician in the same 
town or city in which he has practiced for many 
years poses a special problem. His many faithful 
and well meaning patients cannot let him re- 
tire. He is called at his home to see this one 
and that one, because no one can do this but 
“Dr. Jim.” This bolsters his ego but it does not 
help him to retire. There are two solutions to 
this situation. The first is to move away to 
another city or section of the country. In so 
doing, one loses one of his most cherished pos- 
sessions — his old friends. The second is to take 
a prolonged vacation such as a world cruise, 
or take up a temporary abode in another section 
of the country for six months or a year. When 
one returns, most of his patients will have found 
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mild abdominal cramping, and abdominal dis- 
tention. Heavy infestations may produce anemia, 
poor weight gain, irritability, and easy tiring. 
Hexylesorcinal given at the rate of 0.1 gm. per 
year of age up to a maximum of 1 gm. is ef- 
fective. 

Tapeworms and roundworms may cause mild 
and intermittent diarrhea. In severe infestation, 
poor weight gain, loss of appetite, and irritability 
also occur. Oleoresin of male fern is effective. 
It is given in the dosage of 1 minum per year 
of age every half hour for three doses, followed 
by a saline cathartic 2 hours later. Atabrine, 
a less toxic drug, also is effective. It is given in 
a dosage of 0.2 to 0.6 of a gm. on an empty 
stomach, followed by catharsis with sodium sul- 
fate. 
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a new physician and forgotten about the old. 
This is hard on his ego but good for his retire- 
ment. This is a lesser problem in a metropolis 
and a greater one in a small city or town. Clar- 
ence K. Elliott, M.D. How to Retire. Nebraska 
M.J. July 1955. 


< > 
Steroid diabetes 


Steroid diabetes occurs in less than 1 per cent 
of patients under therapy with ACTH or corti- 
sone. It is almost always associated with latent 
diabetes or family susceptibility. Without such a 
history its production is rare. When it does oc- 
cur, steroid diabetes usually is mild and reversi- 
ble and should be no bar tc further therapy. 
Abraham A. Polachek, M.D. Steriod Diabetes. 
Maryland M.J. April 1955. 
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The Efficacy of Gamma Globulin 


in the Control of an Epidemic 


of Infectious Hepatitis 


FREDERICK PLoTKE, M.D., M.P.H., *, Ropert E. WALLACE, M.P.H. **, LEo 


B. KAMENETz, M.D. ***, Dixon 


INCE 1952, when Federal regulations made it 

reportable as a communicable disease and 
consequently provided accurate intormation of its 
widespread incidence, viral hepatitis has received 
increasing interest by research workers and pub- 
lic health officers. Its generally accepted status 
as a filth-borne disease gives it major public 
health significance. While the death rate of this 
disease has been low, reports emphasize a high 
attack rate among children, a protracted conva- 
lescent period, especially for adults, and a pos- 
sibility of serious, long-lasting liver damage. 

Most reports dealing with the disease in epi- 
demic proportions seem concerned with schools, 
institutions, or areas wherein a comparable con- 
centration of contacts is noted. Significantly, 
many such reports note similar problems of 
sanitation and personal hygiene. 

Although no clinically established specific treat- 
ment has been reported, some recent reports at- 
test to the value of gamma globulin in abating 
attack rate or in modifying the severity of the 
disease. 

Such reports hold particular significance and 
hope for public health workers whose official re- 
sponsibility lies within, schools or institutions 
housing mentally ill or retarded individuals. 

The efforts of public health, officers in such 
institutions are complicated by. the mental in- 
capacity of the patients, their general lack of 
appreciation for sanitation and personal hygiene, 
their inability or reluctance to verbalize physical 
complaints or co-operate in treatment, as well as 
by the present hazards of overcrowding and 
understaffing. 


*Chief, Public Health Service, Illinois Department of 
Public Welfare. **Superintendent, Dixon State School. 
***Clinical Director, Dixon State School. 
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This paper reports upon the use and indicated 
effectiveness of gamma globulin in various stages 
of an epidemic of viral hepatitis in a state in- 
stitution housing mentally retarded individuals. 
Dixon State School. established in 1918 is 
located in a rural area of North Central Illi- 
nois. It is one of two state institutions in Illi- 
nois devoted exclusively to the care, treatment, 
and training of mentally deficient individuals. 
Its population is comprised of approximately 
5,000 patients and 750 staff employees. The 
patient population ranges in age from 6 weeks 
to 85 years, with 40% classified in the lower 
ranges of mental deficiency. Overcrowding and 
understaffing — the bane of most similar in- 
stitutions — are encountered at Dixon State 
School. According to optimum standards, the in- 
stitution is 47% overcrowded, 30% understaffed. 

A total of 104 buildings, 54 of them used for 
domiciliary purposes, are spread over 1,050 acres 
of ground. The size of the cottages wherein pa- 
tients reside varies; the smallest are for school 
children and accommodate 20 to 25 patients and 
the largest cottages house up to 160 adults. 

Despite these considerations, seemingly con- 
ducive to a high incidence of such a disease, the 
actual incidence of viral hepatitis at Dixon State 
School — prior to the epidemic of 1954 — was 
consistent with or lower than the rate of inci- 
dence in the local community. In 1952 and 1953, 
while the neighboring city of Dixon was an epi- 
demic area for viral hepatitis, the Dixon State 
Schoo! registered only sporadic cases. In 1953, 
25 cases of viral hepatitis were detected at the 
school. In the first seven months of 1954, 28 
cases were encountered. 
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The last week of August, 1954, brought evi- 
dence that viral hepatitis had invaded the 
grounds in epidemic proportions. On August 23, 
a single case was detected in the male wing of a 
cottage housing 98 boys and 78 girls with an 
average chronological age of 1014 years and an 
average I.Q. of 22. Although the boys and girls 
in this cottage had separate living quarters and 
supervision, they had a common “day room”. 
Older patients from other cottages regularly as- 
sisted staff personnel in caring for these children. 

From August 23 to 31, 24 casex were recorded, 
21 of them in the same cottage and individual 
single cases in three other widely separated loca- 
tions. 

Between August 23 and November 27, 320 
cases were detected. The monthly breakdown is 
as follows: 


August 23-31 24 cases 
Oo 


September 142 cases 
October 149 cases 
November 5 eases 


Of the 54 domiciliary units scattered over the 
grounds, 11 recorded no cases of infectious hepa- 
titis during the period shown above. An addi- 
tional 24 units recorded from one to five cases 
each. Four units recorded an aggregate of 109 
cases, accounting for approximately 35% of the 
total epidemic. Of the 320 cases encountered, 
only 6 involved staff personnel. 

Recognition of the threat implicit in the out- 
break of viral hepatitis in the cottage, where 16 
cases were detected between August 25-27, caused 
prompt institution of appropriate control meas- 
ures, 

Immediate action was taken to confine the 
outbreak to this single location by isolation of 
the cases and quarantining of the wards involved. 
For this purpose, a complete “break” in the 
food service, laundry supply, and garbage dis- 
posal between the wards involved and the re- 
mainder of the institution was established. In 
this connection, institution carpenters improvised 
a storage shed outside the contaminated area in 
which garbage and contaminated laundry were 
stored, and from which they were hauled away to 
the laundry or disposal plant. 


Each new case brought immediate removal to 
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the isolation hospital for the infected individual 
and quarantine for the affected residence. 


Additionally, each new case brought restric- 
tion of all patient activities inside and outside 
the affected residence, prohibition of all visiting, 
intensive screening by laboratory tests for sus- 
pects, and continuing observation of all patients 
for abnormal clinical symptoms. 

The Isolation Hospital was not equipped or 
staffed to handle the vast number of cases of in- 
fectious hepatitis through all stages of the dis- 
ease. Therefore. separate isolation quarters were 
established for patients in the recuperative stages, 
to assure their convalescence without possible 
threat of infection to other patients. 

One such isolation center was set up for con- 
valescent females and young children, and be- 
tween October 9 and December 27 a total of 
101 patients were processed through this unit. 

Another isolation center for males was set up 
in a farm cottage, some distance removed from 
the main part of the grounds. Between October 
8 and December 14, 90 males were treated at 
this convalescent center. 

During this period 15 “working boys” con- 
tinued to reside in separate living quarters with- 
in this cottage, and none of the group became 
infected. 

Reports of its effective use in connection with 
similar epidemics influenced the decision to use 
gamma globulin in an attempt to contain the 
disease within the initial areas of infection. 

There being no clinically established dosage 
reported, it was decided to give 10.0 cc. by the 
individual syringe technique to all who might 
be reasonably suspected of having been exposed 
to the virus. 

Accordingly. on August 29, 145 patients and 
86 ward workers and food handlers plus other 
employees believed to have been exposed to the 
virus in the initially infected cottage, received 
an injection of 10.0 cc. of gamma globulin. On 
September 13 — 16 days after this inoculation 
—the last of the 58 cases recorded at this loca- 
tion was detected. 


Observation in connection with this first group 
inoculation, generally substantiated by observa- 
tion of later inoculations, indicated that immu- 
nity for the noninfected developed approximately 
two weeks after inoculation, and that severity 
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of the attack is lessened for those stricken after 
inoculation. 

Throughout September the infection spread 
out until 34 cottages were affected and a total of 
142 cases reported. On September 5, a similar 
group inoculation was undertaken at another lo- 
cation where eight cases were detected in a three- 
day period. All contacts on this cottage, with a 
population of %2 crippled invalids, including 
employees as well as patients, received 10.0 cc. 
of gamma globulin. On the 15th day after group 
immunization the last case to be recorded at this 
location was detected. 


Similarly, group inoculation was undertaken 
at a third location on September 17, following 
an outbreak of seven cases in a four-day period. 
One case was reported ten days after the im- 
munization and one case as late as 22 days after 
the immunization. 

At the end of September, the belief that gam- 
ma globulin had demonstrated its effectiveness, 
plus the fact that the spread of the infection 
indicated such all-inclusive prophylaxis, influ- 
enced a decision to administer gamma globulin 
to the entire population of the institution. 

In the five-day period, September 30 through 
October 4, gamma globulin was administered to 
approximately 5,750 persons, of whom about 750 
were employees. 

The procedure in the mass immunization 
called for a single injection of gamma globulin, 
the dosage being standardized according to age 
and this dosage varying only when the physician 
felt the physical condition of an individual 
warranted it. 

The following dosage schedule was used : 


Up tol year 1.0 ce. 12 years 4.0 cc. 


1-4 years 1.5 ce. 3” 4.0 ce. 
ies 2.0 cc. 14 ” 4.5 ce. 
G. “a7? 2.0 ce. 15: ” 5.0 ce. 
7 2.0 ce. “4. * 5.0 ee. 
BY 2.5 ec. sly galas 5.5 ee. 
5" 3.0 cc. 1S). 6.0 ce. 
ny > 3.0 cc. 19). °”” 6.0 cc. 
| el 3.5 cc. 20 ”* & up6.5 ce. 


Experience following the early group inocula- 
tions indicated that a period of about 15 days 
intervened between inoculations and acquisition 
of immunity. In three of the four early group 
inoculations, cases were detected on the 15th 
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day following inoculation, and no cases were re- 
corded thereafter. 


This motivated the establishment of “the 15- 
day yardstick” for observation purposes. This 
period was known as the “protection develop- 
ment period.” 


Observation following the mass immunization 
program tended to validate this earlier experi- 
ence. During the “protection development period” 
138 cases were detected, while thereafter only 
27 cases, involving 18 wards, were encountered. 
Of the 18 wards reporting cases after the 
“protection development period”, 15 reported 
single cases. It was decided to reinoculate the 
residents of these 18 wards, using the same 
dosage cited above. Only two cases were reported 
after this reinoculation, and by the end of No- 
vember the epidemic was over. December was the 
only month in the year reporting not a single 
case of infectious hepatitis. 


At the start of the epidemic we gave the con- 
siderable thought to proper diagnosis and 
screening out “suspects” without evident clinical 
signs. We still had to standardize and simplify 
our diagnostic methods since we were dealing 
with an epidemic among some 5,000 mentally re- 
tarded persons, living in crowded quarters and 
cottages without a particular sense of hygiene 
and sanitation. It appeared to us at that time, 
and we can confirm it now, that the most im- 
portant procedure to come to a tentative diag- 
nosis was to obtain a good detailed history of 
gastrointestinal symptoms and a physical exam- 
ination with particular emphasis on an examina- 
tion of the liver for size, consistency and tender- 
ness. 


When a patient was suspected, his urine was 
examined for bilirubinuria. If the test was posi- 
tive, he was hospitalized or just put to bed and 
the level of liver damage estimated by bromsul- 
falein liver function tests. Retention of bromsul- 
falein ef over 5% was considered pathological. 
This test was preferred to cephalin flocculation 
although it meant more work for the doctors in 
injecting the bromsulfalein and drawing blood 
after 45 minutes. We did not use the icterus in- 
dex or the total serum bilirubin, although we 
must admit that the latter test might be of 
significance in some cases. 


We were particularly fond of the bromsulfa- 
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lein excretion test in the follow-up cases and we 
used the changeable results as an indicator of 
improvement. All cases also were examined for 
urobilogen. Amounts over one Ehrlich unit were 
considered pathological. 

Because of the large number of cases involved, 
certain follow-up procedures had to be developed 
for the continued observation of convalescent pa- 
tients. After strict isolation in our Isolation Hos- 
pital and after examination and tests revealed 
that the patient’s general physical condition ap- 
peared to be satisfactory, all cases were trans- 
ferred to two convalescent cottages, one for 
males and the other for females. Here the pa- 
tients were kept in bed so long as the liver re- 
mained enlarged or tender or the liver function 
test appeared abnormal. 

Urine tests for bilirubin and urobilinogen 
were done periodically and also bromsulfalein 
excretion tests. Patients also were given blood 
counts at regular intervals. 

As long as the bromsulfalein test remained 
abnormal, the patient was kept in bed and was 
given a high protein, high carbohydrate, low 
fat diet. After two liver function tests at two 
week intervals failed to disclose any impair- 
ment of functioning or stabilization of the 
functioning, and the physical examination was 
negative, the patient was discharged and was 


returned to the general population. 
CONCLUSIONS 


1. It is the opinion of those observing the epi- 
demic of viral hepatitis reported here that 
gamma globulin played an important role in 
abating the attack rate as well as in modify- 
ing the severity of attack, and that its use 
as outlined in his report is recommended. 

. Gamma globulin administered during the 
later part of the incubation period has little, 
if any, value in warding off the attack, but 
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does appear to reduce its severity and dura- 

tion. 

3. Observation of more than 7,000 inoculations 
revealed no side effects accompanying gamma 
globulin injection. 

It must be noted that the exact vehicle or 
mode of transmission of the virus remained 
obscure despite intensive investigation. Evidence 
supports the person-to-person route of infection 
once the virus was introduced into the popula- 
tion, particularly in view of the low standards 
of sanitary practices among patients. 

Without seeking to minimize the role played 
by gamma globulin, it must also be noted that 
precautionary methods and measures introduced 
upon discovery of the infection undoubtedly con- 
tributed in some degree to a reduction of the 
attack rate. 
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Thorazine in the Treatment of 
Mental Illness in a State Hospital 


Isapor E. Spinka, M.D., CHicaco 


HORAZINE®, a trade name for chlorpro- 

mazine, is a phenothiazine derivative. It was 
discovered in France, where it was called Largac- 
til. Some of the original work in that country on 
Thorazine in mental and emotional disorders 
was done by Delay and Deneker about three or 
four vears ago. 

In a relatively short time the use of this drug 
hax expanded greatly. It is being given in nausea 
and vomiting, mental and emotional disturb- 
ances, alcoholism, intractable pain, and hiccups. 
As of June 1, 1955 it was estimated that Thora- 
zine has been used in this country in over 3 
million patients. 

It is a powerful sedative and modifies abnor- 
mal human behavior in a novel and useful man- 
ner. It has mild antihistaminic properties, mod- 
erate inhibitory effects on the parasympathetic 
system, and marked inhibitory effects on the 
sympathetic system. Thorazine has the unique 
quality of inducing sedation without affective 
disinhibition and without significant intellectual 
clouding. 

Lehman!’ has mentioned that the site of action 
of this drug is in the brain stem in the region 
ventral to the thalamus in the subthalamic nu- 
cleus, red nucleus, substantia nigra, and hypo- 
thalmus as well as in the pontile tegmentum. It 
is believed that the reticular activating system 
of the brain is inhibited~by chlorpromazine, pro- 
ducing a “pharmacological mesencephalotomy.” 
The best results in psychiatry have been reported 
in conditions characterized by aggressive, expan- 
sive, and euphoric affects and in those chaotic 
affective disturbances that often are associated 
with acute psychotic breakdowns of any pathol- 
ogy. The action is less satisfactory in well estab- 
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lished depressive states. Confusional states, de- 
lusions, and hallucinations seem to respond to 
the drug only so long as their existence is second- 
ary to a violent affective disturbance. 

Lehman and Hanrahan’ report: “The drug is 
of unique value in the symptomatic control of 
almost any kind of severe excitement. This in- 
cludes catatonic schizophrenia, schizoaffective 
conditions, epileptic clouded states, agitation 
occurring in lobotomized patients immediately 
or several months after surgery, and organic 
toxic confusional states. as frequently observed 
in uremic conditions and senile psychoses.” 

Winkelman’ reported that Thorazine is “espe- 
cially remarkable in that it can reduce severe 
anxiety, diminish phobias and obsessions, reverse 
or modify a paranoid psychosis, quiet manic or 
extremely agitated patients, and change the 
hostile, agitated senile patient into a quiet, easily 
managed patient.” 

In August of 1954 I decided to try Thorazine 
on a group of chronic disturbed psychotics at 
the Chicago State Hospital. Ward CW19 was 
xelected because it was considered to be the most 
disturbed, noisy. and combative ward in the hos- 
pital. It housed about 170 female patients rang- 
ing in age from 20 to 60 years. Most of the pa- 
tients were in the young and middle-age brackets 
and about 90 per cent were classified as schizo- 
phrenics, 25 per cent of whom were chronic cata- 
tonics. here were a few manics, general paretics. 
mental defectives with psychoses, and one senile 
patient. In this ward shouting and screaming 
were typical: fighting was not infrequent. Pa- 
tients were destructive of clothing, furniture, 
walls, and plumbing. Attendants often were at- 
tacked and injured. their uniforms torn, and 
glasses and wrist watches broken, 

This type of behavior was common in spite of 
much sedation. hydrotherapy, restraints, and 
electroshock therapy. here was little occupa- 
tional and recreational therapy because as the 
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nurse in charge now puts it. “No one dared come 
here before.” Doctors hesitated to make rounds 
on this ward as patients were prone to spit at 
them, attempt to kick or strike. or grab their 
clothes. I can personally vouch for this situa- 
tion, and I would hesitate to make rounds with- 
out two attendants to accompany me, one in 
front and one in back. 

When Thorazine was started initially patients 
were given 50 mg. intramusce. t.i.d. Some ‘of the 
more disturbed were raised to 100 mg. t.i.d. As 
soon as patients became quieted down they were 
placed on equivalent oral doses. The less dis- 
turbed patients were brought under control with- 
in a relatively short time and maintained on 50 
mg. t.i.d. orally. Some of the more chronically 
disturbed psychotics received parenteral Thora- 
zine for as long as one or two months before they 
could be shifted to oral medication. Many of the 
patients are now being maintained on 50 mg. 
tid. 

Within a few weeks after therapy was begun 
there was a great improvement in the behavior 
of patients. As present, the ward is quiet. Where- 
as previously seven to nine attendants were on 
duty for each shift during the day, now four or 
five attendants can manage the ward. 

Patients on Thorazine as a rule receive no 
other sedation. Electroshock therapy has been 
practically stopped in this ward: last month only 
three treatments were given. The number of in- 
juries on the ward have been reduced to one- 
third of what they were. Destructiveness to the 
building, clothing, and furniture has been re- 
duced %5 per cent. Injuries to employees have 
been cut down at least 90 per cent. The morale 
of the attendants and nurses working this ward 
has greatly improved. 

Occupational therapy classes have now been 
instituted. Volunteer welfare workers now come 
to the ward to visit with patients and some of 
the improved patients are being taken to movies, 
church, and the commissary. 

Improvement of the patients was primarily 
in behavior. They became quiet with much less 
tension, irritability, and restlessness were appar- 
ent. They are now co-operative with ward activi- 
ties. They dress better; at least they keep their 
clothes on and are more tidy. They eat well and 
most patients have gained weight. Less belliger- 
ence and aggressiveness are noted in these pa- 
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tients now. Most of the patients are more com- 
municative and show appreciation to personnel 
who converse with them. 

In many cases, psychotic thinking did not 
change much; the patients generally retained 
their hallucinations and delusions but they talked 
more freely about them with the doctor. A 
number of patients when questioned about the 
drug and how it affected them stated they felt 
less nervous and excited and more normal. 

At present the ward census is 112 patients. 
Prior to therapy with Thorazine there were 170 
on this ward. Because the patients remained 
chronically disturbed their transfer back to the 
quieter wards was limited. Now, when severely 
disturbed patients are admitted to the ward 
they are quickly brought under control with 
Thorazine and returned to their original wards. 
Also, the use of Thorazine in other wards has 
reduced the need to transfer patients to this 
hydrotherapy ward. 

A number of patierts who had been chronic 
residents on CW19 for months or vears improved 
remarkably and were transferred to better wards. 
About 20 of this group improved sufficiently to 
be discharged from the hospital. Others have 
been placed on industrial and occupational 
therapy and are more active in recreational ac- 
tivities. 

Tn recent months a study was undertaken with 
Thorazine treatment to newly admitted, female, 
acutely ill mental patients who would ordinarily 
have been placed on shock therapy. A preliminary 
report at this time indicates that in a number 
charge of patients from one to several months 
after admission. Good results were obtained with 
of cases the response was good, permitting dis- 
manic patients, acutely disturbed schizophrenics, 
severe psychoneurotics with marked anxiety and 
depressive features, acute alcoholics, and several 
agitated cases of psychosis with cerebral arteri- 
osclerosis. Maximum doses in these patients 
varied from 400 to 800 mg. a day. The average 
maintenance dose used was 50 mg. t.i.d. 

The above results indicate that in many cases 
of mental illness remissions and improvement 
can be effected without the use of shock thera- 
pies. Psychotic depressed patients did not do as 
well on Thorazine and usually it was necessary 
to give electroshock therapy. Chronic schizophre- 
nics without much affect display, generally did 
not show much change. 
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Several cases of jaundice occurred, but these 
were not severe and cleared up fairly quickly. 
Parkinson states and allergic skin reactions ap- 
peared in a few patients but responded to reduc- 
tion of dosage. 

I would like to mention a few cases that 
showed marked improvement. 

C.H.—47 year old female, a manic depressive, manic, 
hospitalized for four years and on CW 19 for three 
years. She was chronically disturbed, combative, and 
destructive and had received 132 electroshock treat- 
ments. After three months on Thorazine she improved 
remarkably and was given a conditional discharge from 
the hospital. 

F.L—46 year old negro female, diagnosis: Psy- 
chosis with syphilitic Meningoencephalitis. She was 
chronically disturbed, actively hallucinated, combative, 
and delusional. She had three courses of penicillin and 
electroshock treatments without improvement. She re- 
ceived Thorazine treatment for six months and im- 
proved remarkably, became quiet and co-operative, 
showed insight, and was given a conditional discharge. 

M.M.—54 year old white female, diagnosis: Schizo- 
phrenia, chronic undifferentiated type; was disturbed, 
combative, hallucinated, and did not improve on electro- 
shock therapy. After several months on Thorazine she 
became quiet and no longer showed antisocial behavior. 
She still hallucinated but was not disturbed by this. 
She was given a conditional discharge. 

J.P.—30 year old single, white female, diagnosis: 
Psychosis with epilepsy; very disturbed, combative, de- 
structive, hallucinating, and in restraints almost con- 
tinuously. On Thorazine she rapidly improved within 
a month and soon after was given a conditional dis- 
charge. At present she is not showing psychotic symp- 
toms and is working. 

R.E—19 year old single, white female, one child, 
diagnosis: Acute schizophrenia; was agitated, de- 
pressed, hallucinating, and delusional. Treated with 
Thorazine for 21 days up to 800 mg. per day, she im- 
proved rapidly and was discharged from the hospital 
two months after admission. 

L.I—22 year old married, white female, diagnosis: 
Schizophrenia, chronic undifferentiated type. History 
of previous admission to Chicago State Hospital in 
1952, received electroshock and insulin. She was home 
for about two years and then again broke down. On 
present admission she was manneristic, confused and 
paranoid. On Thorazine for one month, up to 800 mg. 
per day, she improved rapidly and symptoms of psy- 
chosis disappeared: "She was given a conditional dis- 
charge two months after admission. 

I.S.—23 year old single female, diagnosis: Schizo- 
phrenia reaction, acute undifferentiated. In 1953 she 
was treated in a private sanitarium with electroshock 
treatment and had remission for about a year. On 
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present admission she was paranoid, delusional, hal- 
lucinating, and combative. On Thorazine for seven 
weeks with maximum dosage up to 800 mg. Patient 
improved markedly, psychotic symptoms cleared up, 
and she was given an absolute discharge three months 
after admission to the hospital. 


Two of the patients treated with Thorazine 
coincidentally had psoriasis, One, a moderate 
case of psoriasis, cleared up quickly. The other, 
a severe chronic case of psoriasis, showed re- 
markable improvement under treatment with 
Thorazine. 

A possible explanation for the effectiveness 
of Thorazine in mental and emotional disorders 
is suggested as follows: Anxiety appears in people 
when they feel threatened from within or with- 
out. Neurotic and psychotic symptoms are con- 
sidered to be defense mechanisms to reduce or 
eliminate anxiety. Thorazine, because of its abil- 
ity to reduce anxiety and disturbing affect re- 
sponses probably lessens the need for neurotic or 
psychotic defenses and this permits the patient 
to reintegrate on more healthy levels. It permits 
the patient to discuss in psychotherapy his fears, 
hallucinations, delusions, and conflicts without 
becoming panicky or overwhelmed by anxiety. 
Where the affective component in mental illness 
is marked, the prognosis is better because Thora- 
zine helps control the affect disturbance. 

At this point I am convinced that Thorazine 
is a useful drug in the treatment of acute and 
chronic disturbed psychotic patients. Its use is a 
great help in State Hospitals, where we face the 
serious problems of overcrowding and understaff- 
ing. It has boosted morale greatly among the 
hospital attendants, nurses, and doctors. 

Patients are made more accessible for psycho- 
therapy and other rehabilitation procedures, and 
when these treatment procedures can be extended 
and intensified I feel the discharge rate from 


the hospital will correspondingly increase. 
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Allergy in the Specialties 


SAMUEL M. Feinserc, M.D., Cuicaco 


PECIALISTS in various fields of medicine, 

as well as general practitioners, often shy 
away from interest in allergy for one or two 
reasons. Many believe in the principle “Let 
George (the allergist) do it!” Others are of the 
opinion that allergy is something either un- 
important or not applicable to their specialty. 

Can George, the allergist, take care of all 
allergic problems? There are about 10 million 
allergic people in this country and one thousand 
allergists. Ten thousand patients is a far greater 
number than one allergist can take care of. In 
addition to these allergic patients there are many 
problems of an allergic nature requiring urgent 
care, emergency treatment, or some knowledge 
of the principles of allergy without the encum- 
brance of having an allergist at your side. Let 
us examine some of the allergic problems en- 
countered in the various specialties. 


ALLERGY IN THE SPECIALTIES 


Pediatrics. A pediatrician without interest in 
or knowledge of allergy is about as handicapped 
in his specialty as an orthopedist without a back- 
ground of surgery or a brain surgeon without a 
knowledge of neurology. In early infancy, colic 
and eczema present allergic problems to the 
pediatrieian. He is called on to apply allergic 
concepts, to arrange diets, and to apply topical 
remedies. 

The stuffy nose is another problem. Shall the 
pediatrician prescribe vasoconstricting nosedrops 
with their inevitable rebound effect, or shall 
he take a more fundamental viewpoint and look 
for allergic factors? Does the child specialist 
regard the stuffy nose, which is usually allergic, 
as a minor inconvenience or is he aware that it 
leads commonly to a high arched palate, ortho- 
dontic changes requiring braces, or facial de- 
formity ? 

Allergic asthma usually begins in childhood, 
and the attitude of the pediatrician toward it 
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may well determine the course of the entire life 
of the asthmatic. Does the pediatrician take 
asthma seriously or does he shrug it off with 
the careless advice to the parents “to wait to 
cutgrow it?” Many a youngster has become an 
adult permanently crippled with emphysema and 
bronchitis as a result of such expectant waiting. 
“Too young for skin tests” is another dallying 
attitude which may promote chronicity. And 
does the pediatrician like to soft pedal his ter- 
minology and call it “asthmatic bronchitis?” It 
helps no one, delays action, and increases the 
likelihood of complications. 


In pediatrics one comes across many other 
problems of an allergic nature. The interpreta- 
tion of skin tests is the absolute minimal knowl- 
edge necessary to the pediatrician. The possible 
effects of complicated allergy on growth, the 
effects of steroid hormones on bony growth, 
the modern concepts of the allergic nature of 
certain blood conditions, and the allergenic 
potentialities of immunizing toxoids and vac- 
cines are among other problems constantly en- 
countered in dealing with children. 


Otorhinolaryngology. The allergic nose is 
about the most common type of ailment brought 
to the rhinologist’s office. Many can be helped 
materially and serious trouble such as sinusitis 
or polyps may be prevented by sound allergic 
management. Since a large percentage of pa- 
tients with allergic rhinitis develop asthma if 
their allergy is ignored, the rhinologist is in an 
enviable position to practice good preventive 
medicine. The rhinologist can become adept at 
handling these patients along allergic lines or 
he can refer them to an allergist. He can do 
more than prescribe pills or delude himself into 
thinking that vasoconstricting nosedrops or nose- 
packs give the sufferer adequate relief. In many 
instances of eustachian tube deafness, the al- 
lergic nose is to blame. Some cases of labyrinth- 
itis are on an allergic basis. Irritations of the 
throat and larynx may be part of the picture 
of upper respiratory allergy. The good rhinolo- 
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gist has come to recognize that tonsillectomies 
do not cure asthmas. 

Ophthalmology. The ophthalmologist encoun- 
ters allergic problems frequently. Seasonal and 
nonseasonal allergic conjuctivitis are 
common. Contact dermatitis of the lids is not 
uncommon and the eye specialist must realize 
that the mechanism of this allergy is one of 
delayed sensitivity, and that the diagnostic pro- 
cedure is the patch test. Vernal conjunctivitis, 
with its seasonal trend, the large number of 
eosinophiles in the exudate, and the relief in 
certain environments, speak for its allergic 
character. And yet the nature of its allergy is 
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more or less a mystery and constitutes a chal- 
lenge to the specialty of ophthalmology. 

Lens opacities in the young adult with gen- 
eralized atopic dermatitis is an allergic problem 
and the allergic management following recog- 
nition of its true nature may prevent full cata- 
ract formation. here is no doubt that such 
conditions as sympathetic ophthalmia, iritis, 
iridocyclitis, and uveitis can be of allergic 
origin, either due to infectious allergy or to a 
process of sensitization to one’s own tissues. This 
is a field deserving considerable co-operative 
and investigative interest on the part of the 
ophthalmologist and_ allergist. 

Surgery. The surgeon is inclined to believe 
that his specialty is as far removed from allergy 
as is the building of skyscrapers from the raising 
of a flower garden. Yet, consider some of the 
problems he encounters. Should he operate on 
the asthmatic? And if he does, what are the 
dangers of preoperative or postoperative admin- 
istration of narcotics? When appendectomy, 
tonsillectomy, or cholecystectomy relieves chronic 
asthma, was it because disease of that particular 
organ was responsible for the asthma? Or was it 
really in line with common experience that any 
major surgery is likely to relieve allergy tem- 
porarily because of the nonspecific effect of 
traumatization. of tissues or of the anesthetic? 


The surgeon is confronted with the question 
of choice of anesthetic in the asthmatic or the 
possible allergy of the patient to it. Does he 
know that the skin test is of no value in such 
cases? He must be especially on guard for peni- 
cillin reactions. He must be familiar with al- 
lergic abdominal syndromes which simulate the 
surgical abdomen and with the principles of 
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differential diagnosis. He must not ignore the 
possibility of severe contact allergy such as 
occurs from adhesive tapes, local anesthetics, or 
mercurial antiseptics. He must know the effects 
of ACTH and the steroid hormones on pain, 
fever, and the leucocyte count so that their role 
in confusing the diagnosis might be appreciated. 
He must know how to protect the patient who 
has been under therapy with such hormones. 
And he must be acquainted with the possibilities 
and sourees of allergic reactions from infusions 
and transfusions. 

Obstetrics and Gyneocology. Whatever applies 
to general surgery applies equally to obstetrics 
and gynecology. In addition, a number of special 
allergic problems arise in this specialty. “What 
are the chances of my child being allergic?” is 
a frequent question posed to the obstetrician. 
What special precautions are needed during 
pregnancy for the allergic mother? Can she take 
desensitization treatment for her asthma and 
hay fever? Does the obstetrician realize that 
relief of allergy during the latter phase of preg- 
nancy is common and that allergy usually recurs 
after delivery ? Douches and vaginal medications 
may result in sufficient absorption of medica- 
tions to be responsible for allergic reactions. The 
modern obstetrician is fully aware of the Rh 
problem, but I wonder whether he often stops 
to think that it is a true allergic phenomenon. 

Neurology and Psychiatry. The psychiatrist 
probably has his most intimate contacts with 
ellergy in the form of neuroses and psychoses as 
a resuit of severe and long continued allergic 
diseases. He also encounters situations in which 
various emotional states and psychie disturb- 
ances add to the aggravation of true allergic 
conditions. 

We do not agree with those who claim that 
most if not all allergic conditions such as asth- 
ma, eczema, and atopic dermatitis are primarily 
psychosomatic phenomena. Unless they are ac- 
companied by allergic manifestations such as 
asthma, abdominal pain, or eczema we are not 
convinced that such manifestations as insomnia. 
jitteriness, lack of ability to concentrate, fatigue, 
or more well defined neuroses are on an allergic 
Dasis. 


Sut it is possible that some neurological dis- 
ease might be due to allergic causes. Peripheral 
neuritis following serum reactions is well known. 
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In some cases of migraine or other cerebra! 
symptoms, allergy may be the etiological factor. 
Simple headaches may be caused by food allergy. 
Experimental work in animals indicates that 
some neurologic diseases, such as multiple scle- 
rosis, might be a type of intrinsic allergic phe- 
nomenon. The future may show an increased 
role of allergy in diseases of the nervous system. 
Special drugs, such as barbiturates and anti- 
convulsants, used in this specialty are prone to 
produce allergic reactions. 

Dermatology. The dermatologist is literally 
swamped with allergic problems. While he rec- 
ognizes their existence he frequently fails to 
follow through with an allergic approach. The 
patient with atopic dermatitis. a true allergic 
disease, often receives only lotions. salves, or 
X-ray therapy. In some instances the sufferer 
ends up in the hands of a_ psychiatrist. Too 
many dermatologists are satisfied with topical 
treatment of contact dermatitis as a substitute 
for careful history taking and patch tests: often 
these topical applications are responsible for the 
persistence of the dermatitis. 

One of the greatest problems in industrial 
medicine is occupational, allergic dermatoses of 
the contact type. Although allergy cannot be 
traced in a high percentage of the urticarial 
dermatoses, nevertheless the allergic cases get 
best results from allergy treatment. The derma- 
tologist also sees other types of allergic phenom- 
ena such as ids and fixed drug eruptions. 


Other Fields of Medicine. The gastroenterolo- 
gist will encounter allergic causes in some cases 
of pylorospasm, vomiting. gastric discomfort, 
colicky abdominal pain, recurring diarrhea, and 
pruritus ani. The specialist in tuberculosis must 
constantly deal with the problem of bacterial 
allergy and immunity, the allergic potentialities 
of specific drugs, the reciprocal effects of tu- 
herculosis and asthma, and the differentia! diag- 
nosis of one from the other. The internist must 
deal with many of the problems mentioned 
among the other specialties and he is the one 
called upon to manage the collagen diseases, 
which are now classed among the manifestations 
of hypersensitivity. 

In the infectious diseases, in nephritis, and 
in some other visceral diseases the concept of 
hypersensitivity is assuming increasing impor- 
tance. The general practitioner encounters not 
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only all the problems met by the other specialists 
but has a few extra ones. He must take care of 
allergic situations which are not well defined 
or have not been classified in any specialty. He 
is the one who usually bears the brunt or emer- 
gency situations and has to make the house 
calls. He is the one who is most likely to be 
requested to co-operate with the allergist in carry- 
ing out a desensitization program or to super- 
vise the medication. In short, the general prac- 

litioner cannot escape the impact of allergy. 
ALLERGY FROM THERAPEUTIC AND 
DIAGNOSTIC PROCEDURES 

Allergic reactions to the increasing array of 
therapeutic and diagnostic products is the con 
cern of every type of practitioner. Immediate 
type of reactions, consisting of one or several 
symptoms of urticaria, abdominal pain, rhinitis, 
asthma, shock, or unconsciousness may result 
from a variety of drugs. Among these are as- 
pirin, phenacetin, aminopyrine, phenolphthalein, 
contrast X-ray media, sulfonamides, hormones, 
vitamins, liver extract, insulin, vaccines, serum. 
and antibiotics. The physician must know many 
facts. For example, he should not be misled by 
the laboratory report that aspirin gave a nega- 
tive result on skin tests. Aspirin. like most 
simple drugs, does not give a positive skin re- 
action, although the degree of sensitivity to it 
may be such that the resulting asthma is un- 
usually severe and may even terminate fatally. 
Skin tests with contrast media also are of no 
value. 

But among this group of atopically reacting 
drugs some give a pcesitive skin reaction. This 
is particularly true of serum and penicillin. The 
physician should know that the patient who 
shows immediate urticaria or shock after a dose 
of penicillin would have given a positive scratch 
or intradermal test before the therapeutic dose 
was administered. Fatal reactions to penicillin 
are not rare and usually can be prevented by 
noting a number of points: previcus administra- 
tion of penicillin, previous reactions from the 
drug, the presence of other allergy. and a posi- 
tive skin test. The doctor should know further 
that the type of penicillin used makes virtually 
no difference. that small amounts of penicillin 
are present in many samples of milk on the 
market (from the treatment of mastitis of 
cows). and that the polio vaccine contains small 
amounts of penicillin and streptomyein. Al- 
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though most of the antibiotic activity of penicil- 
lin in the virus vaccine is destroyed by the time 
it reaches the consumer, there is good reason to 
believe that the allergenic activity remains. But 
only the most sensitive individuals would react 
to such a small amount of penicillin. 

A common type of allergic reaction is the 
serum sickness type, consisting of urticaria, 
angioneurotic edema, arthralgia, and frequently 
fever and other findings, occurring a number of 
days after administration of the drug. This is 
caused primarily by serum, sulfonamides, and 
penicillin, the latter having taken the lead. This 
delayed response to penicillin may last for weeks 
or months and there is reason to believe that it 
sometimes leads to visceral disease, particularly 
periarteritis. This serum sickness type of allergy 
cannot be forecast by a skin test. The manifesta- 
tion can occur the first time penicillin is ad- 
ministered and no antihistamine or other thera- 
py will prevent it. 

There is a host of other allergic reactions 
produced by drugs. 

WHAT CAN THE NONALLERGIST DO 
ABOUT IT? 

Every doctor does not need to be an allergist 
any more than he needs to be a cardiac surgeon. 
What he needs first is a conviction that allergy 
is an important phase in his own practice. If his 
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Treatment of bronchial. infections 


Bronchial infection such as chronic bronchitis 
is often associated with chronic emphysema. 
Paroxysmal coughing and wheezing, with sputum, 
tends to aggravate the bronchiolar obstruction 
by exudate and edema of mucous membranes. 
Repeated upper respiratory infections during the 
winter months are common in these patients. 
Bronchiectasis is a rather frequent complication 
of chronic bronchitis and emphysema. Effective 
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medical school hasn’t taught him enough allergy 
— and it usually hasn’t — he should do his 
hest to make up the deficiency. He can attend 
individual lectures or symposia and meetings 
of local and national allergy societies. Short 
intensive postgraduate courses are available, 
usually in connection with the meetings of the 
national allergy societies and the American 
College of Physicians. And there is always the 
opportunity of reading and studying at home. 

It also is the duty of the practitioner to pro- 
vide improved medical education for the future 
graduate. Those who formulate medical cur- 
ricula should listen to the voice of the ex- 
perienced practitioner who feels that his educa- 
tion in allergy has been inadequate in compari- 
son to its incidence and importance in many 
fields of medicine. In short, if we are to improve 
the lot of the future practitioner and future 
patient we must ask for more adequate under- 
graduate teaching in this field. 


SUMMARY 

No specialty and no field of medicine can be 

managed without encountering allergic problems. 

To equip himself to handle such problems in- 

telligently the practitioner requires more dis- 

cipline in the subject of allergy than his student 
curriculum afforded him. 


and appropriate antibiotic therapy must be in- 
stituted immediately. Organisms from the nose, 
throat, and sputum should be identified, and 
sensitivity tests of the bacteria to the various 
antibiotics should be made. In cases where 
therapy is prolonged, one must be on the alert 
for a change in bacterial flora. Reinfections due 
to these new invaders, as bacteria, molds, and 
fungi, may be serious. L. EF. Peckenschneider, M. 
D. The Treatment of Pulmonary Emphysema. 
J. Kansas M. Soc. Sept. 1955. 
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Pitfalls in the Management of 


Colles’ Fracture 


Justin C. McNutt, M.D., BLOOMINGTON 


OLLES’ fracture often is considered too 
simple for discussion. We have all said to 
ourselves on occasion “It’s only a Colles’. I can 
fix this one in a hurry and there will be no 
difficulty”. A check X-ray a few days later, how- 
ever, may reveal that an excellently reduced 
fracture is no better than it was before starting ; 
or it may be worse or even converted to a reverse 
Colles’ fracture. The patient is experiencing 
severe pain and has uncontrollable swelling. Too 
frequently we pass off the patient’s symptoms as 
psychological and because this type fracture oc- 
curs most frequently in middle age and older 
groups and is more common in women, we are 
prone to blame menopausal and postmenopausal 
nervous tension and similar factors as the sole 
cause of discomfort. We thus forget our own 
inadequacies as the specific cause of disability. 
Colles’ fracture is a fracture of the distal 
radius which grossly presents the well known 
silver fork deformity. X-rays show dorsal dis- 
placement of the distal fragment and fore- 
whortening of the overall radial length. Normal 
anatomical relationships are of prime impor- 
tance. The normal relationships can be recalled 
and compared at the time of treatment of the 
patient by examining the opposite wrist, your 
own wrist, or the wrist of the nurse. Note in 
particular that the distal styloid of the radius 
is about one centimeter longer than the distal 
stvloid of the ulna and there is a concave de- 
pression on the volar surface of the radius just 
beneath the site of palpation of the radial pulse. 
In reduction of the fracture, re-establishment 
of these two important landmarks by palpation 
usually will terminate in a good reduction and 
the check X-rays will confirm a satisfactory posi- 
tion. At the same time, the cosmetic result is 
good and your reputation will not be in jeopardy 
in the patient’s social circles. 
Adequate immobilization is imperative in pre- 





Presented before the Section on Surgery, 115th 
Annual meeting, Illinois State Medical Society, Chi- 
cago, May 18, 1955. 
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venting difficulties in the treatment. The word 
adequate means anatomical adequacy as well 
as one of time of immobilization. Splints are 
for emergency, temporary use only and should 
never be thought of as a method of treatment. 

The old basic rule, immobilization of a frac- 
ture by including the joint above and below, 
holds true in Colles’ fractures. It is most fre- 
quently neglected and undoubtedly accounts for 
most of the slipping of fragments later on. Fail- 
ure to include the elbow joint permits the slip- 
ping of fragments a few hours or days after 
intitial treatment. If the elbow is not included, 
supination and pronation directly by the pa- 
tient and/or indirectly by muscle action after 
the normal muscle tone is restored after anes- 
thesia, will rotate the fragments apart with a 
recurrence of the original deformity or the 
creation of a reverse Colles’ deformity—namely : 

1. Shortening of the radius. 

2. Dorsal prominence of the ulnar styloid 
(the bump) which is so visible and un- 
desirable both to physician and _ patient. 

3. Resulting loss of wrist motions, particular- 
ly dorsiflexion and ulnar deviation both of 
which are important to normal hand and 
finger function. 

Swelling, especially when constricted under 
a cast, causes undue stresses and strains by soft 
tissue distortion; if allowed to persist fixed de- 
formities result because of fibrosis of the soft 
tissue structures. This can be averted by careful 
use of padding, not excessive but enough to pad. 
Split the cast and padding down to the skin; 
strands of padding when moist with perspira- 
tion act as tourniquets with disastrous results. 
Plaster bands can be placed around cast to hold 
until cast is firm. These bands are then easily 
pulled off or cut. 

Even if reduction is excellent, stiffness of 
hand and fingers usually is due to too much 
cast over the fingers or too tight application 
about the metacarpal necks. Allow full finger 
motion. Note your own hand from a lateral 
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position and see that the palmar crease of flexion 
of the metacarpo-phalangeal joints is about two 
centimeters proximal to the end of the meta- 
carpals on the dorsal surface. Trim cast accord- 
ingly. In other words, trim back the palmar 
surface to allow complete flexion at the meta- 
carpo-phalangeal joints. 

Thumb position should be that of neutral in- 
cluding its metacarpal. Note on your own hand 
that the entire thumb ray is normally held re- 
laxed in a position of mid-adduction and mid- 
apposition, or in a position of unstrained pinch- 
ing of the thumb and index finger, with the 
distal corners of their nails approaching each 
other. Allowing the thumb and its metacarpal 
to remain entirely out of the cast and in free 
position as just stated prevents the occurrence 
of intrinsic muscle contractures. 

Position to maintain reduced Colles’ fractures : 

1. Palmar flexion to overcome dorsal tilt of 
distal fragment. 

2. Ulnar deviation to maintain radial. length. 
If these two factors are not maintained in con- 
junction with each other, a reverse Colles’ may 
result, or reduction cannot be maintained. 

3. Neutral supination-pronation. Easily 
checked on patient by rotating forearm so that 
hand is in a nose thumbing position. This is 
necessary to equalize the action of supinator and 
pronator muscles. 

1. Include elbow in cast, carrying cast high 
enough on the upper arm to prevent forearm ro- 
tation and to prevent weight of forearm from 
causing the proximal edge of cast from digging 
into the lower triceps area. Keep elbow at ap- 
proximately right angles. 

5. Split first cast and padding to accommodate 
swelling. 

This position and fixation will hold most 
Colles’ fractures. However, if with one hand you 
will hold your opposite hand in palmar flexion 
and ulnar deviation, and vou' see that finger 
function is not good and flexion of the fingers 
causes discomfort, in about two weeks’ time the 
first cast should be removed and the hand gen- 
tly brought up to a neutral position with very 
slight ulnar deviation. After this interval of 
two weeks the fragments are sticky enough that 
they will not slip.” 
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A snug fitting cast, not necessarily split, is 
now applied with fingers still free. Neutral posi- 
tion of the hand may be checked by visualizing 
an imaginary straight line down the shaft of 
the radius and shaft of the first metacarpal. For 
this entire procedure do not use any anesthesia 
because the relaxation will remove the normal 
sedation with codeine, morphine, or Demeral® 
splintering effect of the soft tissues. If necessary, 
usually is sufficient. 

Total immobilization should be continued for 
eight to 10 weeks or until union is solid. After 
four or five weeks the cast over the elbow may 
be removed and elbow mobilization instituted. I 
frequently use the ventral portion of the cast 
as a part time splint for a few days after cast 
removal for general comfort of the patient. 

Handedness of the patient should be kept in 
mind in relation to total time of immobilization. 
Normally a right handed person who injures 
his right wrist or hand will require longer im- 
mobilization because he will put more strain on 
it sooner than if he had injured his left hand. 
Left handed persons must be considered con- 
versely. Also a right hand or right wrist injury 
in the right handed person will by force of nat- 
ural use be rehabilitated much more easily. 

SUMMARY 

In order to overcome the usual pitfalls in 
the treatment of Colles’ fractures it is necessary 
to: 

1. Regain length of radius, maintained by 
ulnar deviation. 

2. Prevent dorsal tilt of radial fragment by 
palmar flexion of the hand, but do so in com- 
bination with ulnar deviation to prevent slipping. 

3. Prevent supination and pronation by includ- 
ing elbow in cast with forearm in nose thumbing 
position. 

4, Split first cast and pad to permit unre- 
stricted swelling. 

5. Allow free motion of fingers and entire 
thumb. 

6. Change position of hand to neutral in two 
weeks without anesthesia. 

?. Remember handedness in relation to 
length of immobilization and rehabilitation. 
412 Griesham Bldg. 
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Biochemistry 
of the Heart Muscle 


Harry A. Buss, M.D., AssistrANT PROFESSOR OF MEDICINE, MODERATOR. 


THEODORE R. SHERROD, PH.D., M.D., ASSOCIATE OF PHARMACOLOGY. 


Wituiam V. Wuirenorn, M.D., PRoFEssor OF PHysIoLocy. 


RicHarp J. Winz_er, Pu.D., PROFEssOR OF BIOLOGICAL CHEMISTRY AND HEAD OF THE 


DEPARTMENT. 


Dr. Samter: In recent months, we have had 
a series of Seminars on socio-economic and psy- 
chological problems which are part and parcel of 
medicine. We are returning the platform today 
to the basie scientists who, moderated by a clini- 
cian, will discuss current concepts of the bio- 
chemical basis for the function of the heart. 

Dr. Bliss: Thank vou Dr. Samter. Some of you 
may wonder what the relevance of this topic is 
to clinicians, as clinicians are concerned with 
the heart as a pump. However, to function as a 
pump, the heart must have a source of energy; 
and this function of the heart to convert chem- 
ical energy into mechanical energy is the aspect 
of cardiac physiology with which we are con- 
cerned today. Olson and Schwartz have classified 
the biochemical causes of cardiac failure into two 
broad categories: (1) failure to produce suffi- 
cient energy, and (2) failure to utilize satisfac- 
torily the energy produced. Failure to produce 
energy may occur for various reasons. For ex- 
ample, in beriberi heart disease a co-enzyme, 
thiamine, is lacking. In the heart of myxedema, 
a hormone is absent. Failure of energy produc- 
tion due to lack of substrate may occur in iso- 
lated heart preparations, but this has not been 
demonstrated in the human. Clinically, failure 
to utilize chemical energy produced by appar- 
ently normal oxidative and glycolytic enzyme 
systems is probably the defect in most individ- 
uals with chronic congestive failure. The prob- 
lem here is the inability to convert chemical 
into mechanical energy. This type of heart fail- 
ure is the type that is most successfully treated 
with digitalis. This is a very sketchy background 
to our problem. Let us now move on to the meat 
of our Seminar and have Dr. Winzler discuss 
the problem of energy production. 
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Dr. Winzler: The general metabolic pattern 
by which energy is derived from metabolism in 
animal tissues is fairly well worked out. All of 
you recall the long and complex series of reac- 
tions involved in the metabolism of carbohy- 
drates, fats, and proteins. 

In brief review, the accompanying diagram 
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Figure 1. The role of carbohydrates, fats, and pro- 
teins in the production of energy. 


shows that glucose is first metabolized anaero- 
bically to pyruvate in the glycolytic pathway. 
(Figure 1.) Inorganic phosphate and adenosine 
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diphosphate (ADP) are obligatory participants 
in this sequence of reactions. Pyruvate then en- 
ters the Krebs cycle after being decarboxylated 
to acetate, which then combines with oxaloace- 
tate to produce citrate. Citrate is then sequen- 
tially decarboxylated to regenerate oxaloacetate 
and complete the cycle. From the Krebs cycle, 
hydrogen atoms and electrons are passed along 
the hydrogen transport system, ultimately to 
combine with oxygen and produce water. Fats 
enter this sequence of reactions by being con- 
verted to acetate. Proteins enter into the same 
sequence by conversion of amino acids to Krebs 
cycle intermediates. This metabolic pattern is 
basically a series of reactions resulting in the 
transfer of substrate hydrogen to molecular oxy- 
gen with the liberation of energy. Physiologi- 
cally, these oxidation reactions are coupled with 
the production of high-energy phosphate com- 
pounds such as adenosine triphosphate (ATP) 
from ADP and inorganic phosphate. Practically 
all physiological processes utilizing metabolic 
energy derive this energy from the splitting of 
ATP. Most of the ATP generation occurs in 
the reaction sequence of the hydrogen transport 
system. 


Now how is this energy production and storage 
utilized during muscle contraction? When a 
muscle is stimulated to contract, the rate at 
which glucose is metabolised increases markedly 
and immediately, and this high rate returns to 
normal immediately upon stopping the stimu- 
lation. How is the rate of glucose breakdown and 
energy production controlled? What sort of 
chemical reaction can be stopped and started so 
readily? Recent evidence points to the intra- 
cellular ADP concentration as the controlling 
factor regulating the rate of metabolism. As is 
shown in the diagram ~already given, inorganic 
phosphate and ADP are obligatory intermediates 
in the process breakdown. In resting muscle, es- 
sentially all of the ADP is converted to ATP 
and so the overall reaction is slowed due to 
ADP lack. When muscle contracts, however, 
ATP is broken down to ADP and the overall 
reaction sequence speeds up again. 


Can we translate, this biochemical outline to 
morphological terms? We know that the unit 
cell consists of the nucleus, mitochondria, micro- 
somes, and soluble proteins. The glycolytic re- 
actions of the previous diagram are catalyzed 
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Figure 2. Chemical reactions within the mitochon- 
dria. 


by enzymes occurring primarily in the soluble 
proteins of the cell. The Krebs cycle reactions, 
however, are primarily confined to the mitochon- 
dria, which are also the locus of the hydrogen 
transport and phosphorylation reactions. Mito- 
chondria have been shown by electron microscopy 
to be cytoplasmic bodies with double membranes 
and many partial septa, largely filling the in- 
terior of the mitochondria. (Figure 2.) The en- 
zymes of the Krebs cycle, hydrogen transport 
system and oxidative phosphorylation system 
appear to be arranged on these septa. We may 
speculate that the process of energy storage (as 
ATP) and utilization (as metabolic work) may 
perhaps be depicted as shown in the illus- 
tration. According to this picture, glucose is 
metabolized to pyruvate outside the mitochon- 
dria. Pyruvate then diffuses along with phos- 
phorus and ADP into the mitochondria, where 
ATP is produced from energy made available by 
pyruvate oxidation. ATP may then diffuse out 
of the mitochondria and become available for 
muscle or other type of metabolic work. How this 
chemical energy, stored in the form of ATP can 
be converted to mechanical energy during muscle 
contraction is largely an unsolved problem. How- 
ever, I hope that Dr. Whitehorn will tell us the 
present status of this work. 

Dr Whitehorn: I wish to emphasize that the 
following formulation is a sketchy and specu- 
lative presentation of available data. Muscle 
contraction involves a change in the configur- 
ation of a protein complex consisting of actomy- 
osin (a combination of the proteins, actin and 
myosin), ATP and possibly other factors. The 
real question is: Why does this change in con- 
figuration take place? According to classical 
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teaching the breakdown of ATP supplies the 
energy which in some way produces folding of 
the protein molecules and accordingly shorten- 
ing of the muscle. Recent work suggests, how- 
ever, that this concept may require modification. 
The observations of Szent-Gyorgi, Morales, and 
others suggest the following scheme: The con- 
tractile unit is a zigzag molecule whose length 
is determined by a balance between molecular 
forces in its fluid environment which tend to 
push against it and fold it at its joints, and 
electrical charges on the molecule itself which 
repel each other and accordingly tend to keep it 
from folding. The relationship between these 
forces determines the configuration of the mole- 
cule. It is known that ATP has a high negative 
charge density. Therefore, the absorption of ATP 
on the actomyosin molecule results in a neutra- 
lization of electrical charges, the balance of 
forces is disturbed, and contraction takes place. 
Since, however, actomyosin is an enzyme capable 
of changing ATP to ADP the latter is formed, 
its physico-chemical properties are different 
from those of ATP and the system returns to its 
previous state. In order for contraction to occur 
again ADP must be built up to ATP and energy 
is required. In this scheme ATT is not considered 
to supply energy directly to the contractile pro- 
cess but is in fact an integral part of the con- 
tractile unit. 

It is hardly necessary to emphasize the im- 
portance of the ionic environment in this process 
of contraction. Szent-Gyorgi has made interest- 
ing observations on the relationship of ions to 
the strength of contraction of cardiac muscle. He 
studied the “treppe” effect which, vou recall, is a 
gradual increase in the strength of the first few 
contractions following a period of rest. He found 
that the effect was abolished by a low potassium 
environment, that is, all the contractions were 
of maximum strength. We know that potassium 
leaves the muscle during contraction and Szent- 
Gyorgi postulated that the strength of contrac- 
tion was related to the rate at which the potas- 
sium re-entered. He found that DOC, digitoxin, 
and an unidentified steroid in serum also abol- 
ished the treppe and proposed that they exerted 
their actions by regulating the movement of 
potassium across the muscle cell membrane. 
Later work has indicated that the concentration 
of other ions such as sodium is also important. 
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It is tempting to speculate that failure of car- 
diac muscle may be related to changes which 
upset the ionic environment of the muscle. 

Another factor which may result in disturb- 
ances of contraction is a change in the structure 
of the contractile unit. Recent work at the Uni- 
versity of Minnesota has involved production of 
congestive cardiac failure in dogs. Analysis of 
the hearts of these animals showed that the total 
amount of actomyosin was reduced, but that the 
amount of uncombined myosin was increased. 
These investigators have suggested that since the 
failing heart dilates, the spatial relationship of 
the protein molecules is changed and the balance 
of forces necessary for the proper combination 
of actin, myosin and ATP is upset. 

Dr, Bliss: This fascinating account of myo- 
cardial metabolism has left us with a little time 
in which we hope Dr. Sherrod can amplify the 
role of electrolytes. 

Dr. Sherrod: Certainly the preceding discus- 
sion amply demonstrates the necessity of a nor- 
mal electrolyte environment for the proper func- 
tion of the mammalian heart. The high rate of 
mobility of potassium across the cell membrane 
may link the electrical phenomena in the cell 
to the biochemical process which results in mus- 
cular contraction. Of all the cations involved 
potassium seems to play the most essential role. 
I like to look upon the potassium as acting some- 
what in the manner of a “spark plug”, while 
the biochemical processes of potential energy are 
analogous to the gasoline. Both are essential for 
the smooth operation of the muscular machine. 
Just how K serves in the capacity of a “spark 
plug” and just what its relationships may be to 
the “biochemical gasoline” in the cell consti- 
tutes a very large gap in our information regard- 
ing cardiac contraction. 

T. R. Harrison was one of the first to suggest, 
with some experimental justification, that con- 
gestive heart failure was associated with a sig- 
nificant potassium deficit in heart muscle.It has 
been further shown with isotopic dilution tech- 
niques that in this condition there is a general- 
ized loss of K from the body. According to Cal- 
houn, heart failure confined to the left side of 
the heart is associated with a loss of potassium 
from that side of the heart alone and that fol- 
lowing adequate digitalization there is a tendency 
for the heart to regain its normal complement 


of K. 
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There are conflicting reports as regards the 
effects of the cardiac glycosides on intracellular 
K. It is generally agreed that toxic doses cause 
a loss of K and that therapeutic doses facilitate 
an accumulation of this ion toward the normal. 
Wollenberger feels that cardiac glycosides may 
act to increase cell membrane permeability as 
can be demonstrated with certain dyes. 


According to Szent-Gyorgi the contractile ele- 
ments of muscle consist of an elongated protein 
conjugate, myosin and its precipitin, polymer- 
ized actin. The two proteins are normally at- 
tracted by colloidal forces, but are kept apart by 
an atmosphere of potassium ions. In heart fail- 
ure, possibly related in some way to altered cell 
membrane permeability or a disturbance in the 
movement of potassium from within to the out- 
side of the cell, the union of myosin and actin 
is inhibited. The cardiac glycosides correct this 
defect by increasing the mobility of the intracel- 
lular K. The temporary dislocation of K from 
within the cell allows the union of the contractile 
elements, which then absorb ATP. The resulting 
actomysin-ATP complex becomes maximally dis- 
charged and folded with a loss of energy. Chemi- 


Cytology 


I suppose everyone knows something about 
the smear test and, therefore, I do not need to 
elaborate on its principles nor do I need to de- 
fend it as in the past since its soundness and 
dependability are now generally recognized. I 
feel that I should make my position clear by 
stating that I do not and never did consider 
cytology a final method of diagnosis and as a 
substitute for biopsy. The last word still rests 
with the pathologist. However, cytology is a valu- 
able diagnostic tool and in instances where biopsy 
is not feasible, its importance is even greater. 
In cases in which cytologic findings are reported 
by a qualified laboratory as positive, it would be 
unwise to set them aside because of lack of path- 
ologic evidence even when repeated biopsies 
are interpreted as negative. The best results may 
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cal energy is converted into mechanical energy. 
The enzymatic hydrolysis of ATP follows, with 
myosin acting as an ATP-ase and with a release 
of phosphate bond energy to recharge the con- 
tractile system. This investigator has shown that 
extreme dilutions of certain of the cardiac glyco- 
sides hasten the spiraling effect of actomysin 
threads derived from cardiac muscle, but not 
those from skeletal muscle, and that they also 
hasten the polymerization of actin. 

As Robb states, “After nearly 200 years, al- 
most any day now, the complete mechanism of 
cardiac glycoside action may become known.” 
There is a great need for more information con- 
cerning the molecular events which occur at the 
cellular level before the mode of action of the 
cardiac glycosides can be determined with 
finality. 

Dr. Bliss: Our time is up. I would like 
to say in summary that this sort of information 
presents a background vital for research in the 
field of cardiac failure and the effect of digitalis 
on it. Since this syndrome is not easily produced 
in animals, we shall continue to depend heavily 
on clinical investigators to further our knowl- 


edge. 


be expected through the combined use of both 

the cytologic and pathologic methods by labora- 

tory men with adequate training and experience 

in both cytology and pathology. George N. Pa- 

panicolaou, M.D. New York Med. Dec. 5, 1956. 
< > 


Dissent 

Doctors of medicine by nature, training, and 
vocation are individualists. As such, they should 
be champions of the dissenter, eager to defend 
the right of another to state his case, ready to 
weigh the validity of his argument, and willing 
to accept truth even though it means modifying 
their original view. This approach, which in no 
way need lead to compromise of principle, can 
result only in a healthier profession and greater 
respect from the public. Editorial. The Sanctity 
of Dissent. Texas J. Med. Oct. 1955. 
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EDITORIALS 


The apical systolic murmer 

Apical systolic murmurs are encountered fre- 
quently in heart examinations. Many are func- 
tional and some are organic and it is important 
to distinguish between the two types. In func- 
tional murmurs, there is no structural defect; 
organic murmurs represent anatomic damage of 
some kind. 


Organic murmurs usually are rough and loud 
(grade III or more) and are constant and heard 
over a wider area. They occur early in systole 
and are accentuated by exercise. For this reason, 
the examiner ought to ask himself: Is the mur- 
mur constant in all body positions and in vari- 
ous respiratory phases? Does it come immediate- 
ly after the first heart sound or is there a per- 
ceptible interval between the two? Is it heard 
in a circumscribed area at or in the neighbor- 
hood of the apex or over a wider area as far 
as to the left as the axillary line? Is it soft or 
blowing or rough and harsh, even to the point 
of producing a thrill? What is the effect of 
exercise ? 


Functional murmurs are softer and more ci:- 
cumscribed, tend to come and go, and are in- 
fluenced by breathing. A history of rheumatic 
fever suggests an organic basis, more so when 
there are changes in the size and/or contour of 
the heart. 


Now and then differentiation is impossible 
to make and in such instances, diagnosis rests 
with the opinion of those with the greatest 
reputation, the loudest voice, or the most con- 
vincing manner. 
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Senate finance committee 
holds hearings on H.R. 7225 

As this is being written, the Senate Finance 
Committee is holding hearings on H. R. 7225. 
Medicine had not yet presented its side, but 
leaders in the American Medical Association 
and other medical organizations were prepared 
to appear before the committee. 

H. R. 7225 in brief provides for: (1) the 
pensioning of a permanently disabled person at 
50 instead of the present 65-year provision; 
(2) the lowering of the retirement age of wom- 
en to 62; (3) payments to disabled children 
beyond the present age limit of 18; (4) the 
extension of coverage to virtually all groups 
excepting physicians; (5) increased contribu- 
tions by employers, employees and self-employed. 
By 1975, the cost of social security would be at 
least double the present figure. 

Heretofore, amendments to the Social Se- 
curity Act have been made only after careful 
consideration. In Congress, at the last session, 
H. R. 7225 passed the House in blitz fashion— 
without hearings and with limitation of con- 
sideration on the floor. 

Conservative heads in the Senate prevented 
similar action in the upper body. They managed 
to have hearings scheduled so as to have all 
sides present their suggestions and arguments. 

One of the main complaints against H. R. 
7225 has been that not enough consideration 
has been given to its effect on the future econ- 
omy of the nation. 

In a press conference after opening of hear- 
ings before the Senate Finance Committee, 
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Secretary Folsom pointed out that this was the 
first time major social security amendments had 
been proposed without an intensive study of 
the program. He expressed satisfaction that the 
Senate Committee was holding hearings. 

The tremendous cost of the proposed program 
came out with the presentation of the first wit- 
ness before the Committee. Robert J. Myers, 
chief actuary of the Social Security Administra- 
tion analyzed the measure. 

Mr. Myers estimated that the proposed 
amendments would cost $2.2 billion annually 
25 years from now. This figure was based on 
the assumption that the administration of dis- 
ability benefits would be “strict and tight” and 
that there would be high employment conditions. 

“Tf either of these assumptions did not ma- 
terialize, the cost would be considerably higher,” 
he said. “This has been the experience both in 
foreign systems and in private pension and in- 
surance plans in this country.” 

From a tax standpoint, the measure calls for 
an immediate raising of the withholding to 5 
per cent, half to be borne by employer and half 
by the employee. There would be periodical step- 
ups until a tax of 9 percent would be imposed 
in 1975. 

Under questioning, Mr. Myers said that the 
cost could eventually go as high as $2.5 billion 
annually. Experience has been that the expense 
of governmental projects are usually estimated 
on the low side. 

The committee asked the administration to 
supply it with the following information: 

(1) A broad definition of disability; (2) de- 
tailed data on what the impact of the bill would 
have on the Social Security Trust Fund for next 
25 years and (3) a report on what benefits are 
now available in other federal systems, such as 
railroad retirement. 

Chairman Byrd observed that there might be 
a “great difficulty” in arriving at a proper defi- 
nition of disability. That also is the contention 
of the medical profession. Those who will decide 
whether permanent disability exists or not will 
be under terrific political pressure to pass many 
cases of questionable status. The possible abuses 
are tremendous. 

There are many other inherent dangers in the 
provision for cash payments for disability. It 
may retard rehabilitation by removing the in- 
centive to stage a recovery. It may be another 


140 


step toward federal control of medical service. 
What is to prevent the age being lowered fur- 
ther, or to broaden the coverage by taking in 
dependents, or to take in temporary disability, 
or to make direct cash payments for hospital 
costs, just to mention a few possibilities ? 

There are groups other than the medical pro- 
fession which express the same fears. They, too, 
feel that the measure’s possible effects should be 
given careful study before a jump is made. 

The National Automobile Dealers Association 
told the Senate Finance Committee that because 
of the “far-reaching consequences inherent” in 
the bill, Congress should ask a group of experts 
to make a thorough and exhaustive study. 

The Investors League of New York urged 
that an independent advisory council conduct a 
study over the next two years before any im- 
portant changes are made in the law. 

After the Senate Finance Committee com- 
pletes its hearing—which may be before this 
article is published—the future course of H. R. 
7225 is: 

(1) To be held up in Committee for further 
study or to await a report by a public or private 
organization or commission regarding its social 
and economic effects; or, 

(2) To be reported out of committee with or 
without amendments with a recommendation 
that it be approved by the Senate, and 

(3) To be approved or rejected by the Senate 
in its present or amended form. 


< > 


Doctors oppose social security 

What do doctors think of social security ? Well 
the answer is becoming clear. A large number of 
physicians don’t want it on any basis. Some will 
accept it as a voluntary proposition. But, an 
overwhelming majority don’t want it forced up- 
on them. 

In state surveys made in various parts of the 
country, the number of doctors who believe in 
compulsory social security for the profession is 
less than 10 per cent. This surprisingly low 
figure in view of the hue and cry for forced 
coverage indicates that the demands have come 
from a vocal though small minority group. 

The largest poll tabulated up to the early part 
of February was that taken by the Ohio State 
Medical Association. Ballots were sent to 8,360 
members. 
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The main question was: “Do you favor exten- 
sion of Old Age and Survivors Benefits coverage 
of the Federal Social Security program to physi- 
cians?” The ballot was accompanied by material 
prepared by the affirmative and negative sides. 
The fairness of the poll could not be questioned. 

A deadline of November 15, 1955, was set. 
There were 4,912 ballots returned, or about 60 
per cent. Of these 12 could not be tabulated 
because of irregularity of answers. Of the re- 
maining 4,900, nearly one half—2,441 to be 
exact—voted “no,” indicating that they did not 
want social security under any circumstances. 

Of the 2.459 favoring some form of coverage, 
2,070 said they want it on a voluntary basis. 
Only 370 were in favor of compulsory coverage. 
Nineteen failed to express a preference. 

In Indiana, on the basis of 2,333 replies to 
3,613 questionnaries sent out by the Indiana 
State Medical Association, there is no doubt 
that social security—voluntary or compulsory— 
is overwhelmingly unpopular among physicians. 

There were 703 doctors who were for some 
form of social security. Of these, 579 gave their 
assent to such coverage provided it was volun- 
tary. Only 91 wanted a compulsory program. 
The others did not state their preference. 

The physicians also were sounded out on the 
question of legislation, such as the Jenkins- 
Keogh Bill, which would permit deducting from 
current income the cost of purchasing a retire- 
ment plan. The answers were: Yes, 1,617; no, 
256. 

The Rhode Island Medical Society and Provi- 
dence Medical Association polled 800 members. 
Usable returns were received from 450. Opposi- 
tion to any’ form of social security totaled 152. 
Those favoring a voluntary system numbered 
264. Only 34 voted for a compulsory program. 

In Florida, the Florida Medical Association 
obtained 1,581 usable returns from 2,330 ques- 
tionnaires. There were 1,020 doctors who wanted 
no form of social security; 279 had a desire for 
social security coverage and 282 said “yes” pro- 
vided the limit of $75 a month maximum earn- 
ings to receive benefits were “substantially raised 
or eliminated.” 

The Arkansas Medical Society sent out about 
1,200 questionnaires and to the end of January 
had 836 usable replies. There were 785 votes 

against a compulsory program. Of these, 411 
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doctors were acceptable to a voluntary coverage 
but 374 wanted no part of social security. The 
proponents of a compulsory plan numbered 51. 

Responses were received from 717 doctors to 
a questionnaire sent out by the Essex County 
Medical Society, Newark. Four questions were 
submitted, but many physicians answered only 
some of the questions. The tabulation: 

(1) In favor of compulsory social security for 
physicians: yes, 148; no, 440. 

(2) In favor of extension to cover physicians 
on voluntary basis: yes, 460; no, 196. 

(3) In favor of a voluntary tax exempt pen- 
sion plan: yes, 461; no, 126. 

(4) Against any extension of social security 
laws to cover physicians: yes, 148; no, 371. 

All age groups were emphatically on the nega- 
tive side as to the questions 1 and 4 and positive 
as to questions 2 and 3. 

The Medical Association of the State of Ala- 
bama submitted four propositions: 

(1) Coverage of physicians by social security ; 
should be left out, 267; for optional coverage, 
421; for compulsory program, 37. 

(2) On cash disability benefits at 50 years: 
good plan, 119; unimportant to medical profes- 
sion, 105; harmful and should be opposed, 477. 

(3) On changing amount of benefits: should 
he increased, 104; should be left at present levels, 
463: should be reduced, 100. 

(4) On changing the age of eligibility: should 
he lowered, 122; should remain at present level, 
505; should be raised, 62. 

There were 242 returns from 450 question- 
naires sent out by the Vermont State Medical 
Society. The results were: For compulsory pro- 
gram 37; for voluntary coverage 183; no social 
security, 22. 

The American Academy of General Practice 
queried 900 physicians for opinions on social 
security coverage. There were 91 per cent against 
a compulsory program; 83 per cent favored a 
voluntary plan. 

This represents a pretty good cross section of 
the physicians of this country. Other surveys 
probably will confirm these early findings that 
the medical profession certainly wants to be 
excluded from any compulsory social security 
coverage. 

Despite all of the propaganda put out by 
would-be socializers of medicine, only one doctor 
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out of 10 considers social security as a protection 
for the future. 

The American Medical Association opposed 
the inclusion of physicians in any Social Security 
program on a compulsory basis. It has stated 
that it will not oppose an amendment permitting 
voluntary participation. 

While it appears a certainty that the Ameri- 
can Medical Association has been expressing the 
views of a majority of doctors on that subject, 
the House of Delegates at the recent meeting in 
Boston decided there should be no question about 
that. The House adopted a resolution recom- 
mending that state medical societies poll their 
memberships and to transmit the results to the 
Association’s Board of Trustees as soon as pos- 
sible. 

In accordance with that request, the Council 
of the Illinois State Medical Society at its meet- 
ing in January voted to conduct such a poll in 
Illinois. That is in process. 

< >» 


You got to take it 

We hope the Illinois Medical Journal does 
not receive the same treatment as the British 
Medical Journal. An English physician wrote 
an article which appeared in the Queen’s Medi- 
cal Magazine, in which he says “The British 
Medical Journal has an assured circulation 
among the whole profession, the majority of 
whom are members of the Association. The re- 
cipient may not want it, he may not know how 
te open the wrapper, but he has got to take it.” 

The author then reported the following in- 
cident: “A friend of mine in general practice 
was disturbed at his breakfast table by the ring- 
ing of the front doorbell. He went to answer 
it himself, having frequently complained of the 
inability of other members of the household to 
take messages correctly. He was wearing carpet 
slippers, clutched a table napkin in one hand, 
and had his mouth full of bacon. He was feel- 
ing irritable. At the door stood the postman, a 
patient with an ailing wife (who suffered from 
low backache and singing in the ears) and a 
large family. My friend said, ‘Now, what is it?’ 

“The postman ‘produced a drab, dun-colored 
cylinder from his bag. He said, “Ere’s yer mag.’ 
My friend said, “Take the damn thing away. 
I don’t want it. Burn it.’ The postman said, 
- Can’t destroy private mile without you sign a 
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form.’ My friend said, ‘Why didn’t you shove 
it in the letterbox instead of disturbing me at 
my breakfast?’ The postman said, ‘It’s too fick.’ 

My friend then took the publication and threw 
it with the utmost violence into some flowering 
shrubs by the surgery entrance. Later he had 
the aperture of the letterbox enlarged. This al- 
lowed the rain to drift in during inclement 
weather and made the letters soggy. The post- 
man transferred himself, his wife, and eight 
children to another doctor who was not a mem- 
ber of the Association. A very sad case.” 

The Illinois Medical Journal could be in a 
similar position: It has an assured circulation 
among the physicians of Illinois and they get 
it whether they like it or not. But the editors 
hope the majority of readers enjoy the contents 
and profit by the scientific material presented. 
It is your journal and we welcome suggestions, 
comments, and correspondence. 


< > 


Blue Cross passes 50,000,000 

Enrollment in the 86 approved Blue Cross 
plans in the United States, Canada and Puerto 
Rico was 50,179,264 persons as of September 
30, 1955. 

Nearly one out of every three persons in the 
United States is a Blue Cross member. In Can- 
ada, five plans have enrolled 26 per cent of the 
combined population of eight provinces. 

“More and more people are seeking protection 
against unexpected hospital and medical costs 
through prepayment,” said Samuel Oseroff of 
Pittsburgh, chairman of the Blue Cross Com- 
mission. “At the same time, the areas prepay- 
ment must reach and the types of service it must 
cover are enlarging.” 

“The really remarkable aspect of this mem- 
bership of 50 million is that Blue Cross has 
grown so big in a short time. We believe Blue 
Cross has been successful as a prepayment pro- 
gram because it offers a simple but sound meth- 
od for budgeting against unexpected hospital 
costs.” 

More than 6,000 hospitals today participate in 
the Blue Cross program. Hospitals during 1955 
received more than $885 million for the care of 
8,000,000 Blue Cross members, representing an 
all-time high in Blue Cross payments to hos- 
pitals. 
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A. M. A. meeting to be held in 
Chicago 

The 1956 Annual Meeting of the American 
Medical Association will be held in Chicago, 
June 11-15. The center of activities and the ex- 
hibits will be presented at the Navy Pier on the 
near north side of Chicago. Headquarters for 
the House of Delegates will be the Palmer 
House. 

Some 350 technical exhibits and more than 
300 scientific exhibits will be on display through- 
out the session. Among the scientific features 
already scheduled are; fracture and fresh pa- 
thology exhibits; physical examinations for 
physicians; exhibit-symposiums on traffic ac- 
cidents and arthritis and rheumatism, and spe- 
cial exhibits on cardiovascular diseases and pul- 
monary function tests. 

The Illinois State Medical Society and the 
Chicago Medical Society will act as hosts. More 
information will be published in succeeding 
issues of the Illinois Medical Journal. 

We would urge physicians everywhere to plan 
now to attend this 1956 annual meeting and to 
make their reservations early. A physician at- 
tendance of from 12,000 to 15,000 should be 
attained for the Chicago meeting, held near the 
center of the nation. 

< > 


Edward H. Ochsner 
1868-1956 

Edward H. Ochsner of Chicago died at the 
Augustana Hospital, Chicago, January 22. Doc- 
tor Ochsner was born in Wisconsin, and gradu- 
ated from Rush Medical College in 1894. Follow- 
ing his internship at the Cook County Hospital, 
he began to practice in Chicago. He spent con- 
siderable time in Europe, taking special work in 
surgery, and at one time worked under Ger- 
many’s socialized medicine plan to get first hand 
information relative to the type of service that 
could be given under the panel system. He was 
always bitterly opposed to all types of govern- 
ment medical care and wrote many articles op- 
posing socialized medicine, which were published 
in medical publications. 

He was president of the Illinois State Medi- 
cal Society in 1924, and was a delegate to the 
A.M.A. from this society on a number of occa- 
sions. Doctor Ochsner was opposed to what he 
termed “ultra-specialization” in medicine. He 
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defined an ultra-specialist as a doctor “who 


knows more and more about less and less until 
he knows everything about nothing”. 

For many years Doctor Ochsner was a member 
of the surgical staff at the Augustana, where his 
brother, A. J. Ochsner, was chief of staff in 
surgery until his death. He was a charter mem- 
ber of the American College of Surgeons, and a 


_ member of many other medical and surgical or- 


ganizations. Doctor Ochsner was the author of 
a number of books on socialized medicine, social 
security and other subjects on medical care. 

He retired from active practice about 20 years 
ago, and spent considerable time at his farm in 
Wisconsin. He was a member of the Fifty Year 
Club of the Illinois State Medical Society, and 
a member of the Fifty Year Club Committee. He 
was a regular attendant at the annual luncheon 
meeting of the Fifty Year Club during the an- 
nual sessions, and was always present at the 
Annual Dinner with the other past presidents 
of this Society. 

Following the death of Mrs. Ochsner a few 
years ago, his failing health caused him to give 
up all work, and he resided at the Belmont Hotel 
on Sheridan Road until his terminal illness. He 
is survived by two sons, Herbert and Raymond, 
and two daughters, Mrs. Marion Pease and Mrs. 
Alice Kieweg. 

Nearly all of the members of the Illinois State 
Medical Society knew and admired Doctor Ochs- 
ner for his many achievements and his ardent 
desire to see medical care continue to be given 
in this country under the system of private en- 
terprise. He will be greatly missed by thousands 
of friends in this state, as well as elsewhere 
throughout the country. His friends and former 
associates join with the officers and Council of 
the Illinois State Medical Society in extending 
sympathy to his family. 


< > 
Chicago doctor proposed blood 
bank 80 years ago 


The blood bank may be considered a modern 
development of medicine but a proposal for the 
establishment of such a project was made 80 
years ago by a Chicago physician, Dr. Joseph W. 
Freer. In 1875, Dr. Freer reported on the trans- 
fusion of blood and among other things suggested 
a storage of blood. 

This interesting bit of medical information is 
related by Dr. Kellogg Speed of Chicago in a 
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chapter on “General Surgery” Volume II, “His- 
tory of Medical Practice in Illinois.” (*) 

The account in part follows: 

“Dr. Freer said that for the previous nine 
years he had performed experiments at Rush 
Medical College in which he had bled dogs all 
out from the carotid artery (syncope), defribi- 
nated the blood, and injected it into the jugular 
vein. He had thus resuscitated all but one ani- 
mal, and one dog thus treated was alive for one 
year. 

“There was reference to the technic of trans- 
fusion by direct arterial connection or by a 
double nozzled syringe. Also the use of lamb’s 
blood and the fatalities following it were dis- 
cussed. 

“A case from the Cook County Hospital was 
cited of hemorrhage and shock; the patient was 
given by transfusion 8 ounces of blood from an 
uncle (a physician) and recovered. Details were 
given of dog experiments to ascertain the length 
of time blood retained its nutrient and vivifying 
qualities, and Dr. Freer stated that he even used 
some blood kept in the refrigerator 48 hours 
with successful revival of a bled-out dog. 

“He advanced the idea of saving blood for 
future use, and the use of animal as well as hu- 
man blood. This may well represent the birth of 
the Blood Bank in Illinois.” 

Volume IT of “History of Medical Practice in 
Illinois” is replete with hundreds of interesting 
items which physicians may use to good advant- 
age in papers and talks. The book should be in 
the library of every doctor. 


< >» 
Congratulations, New York! 

The Illinois State Medical Society extends its 
congratulations and greetings to the Medical 
Society of the County of New York, which will 
celebrate its 150th anniversary in April. 

The Medical Society of the County of New 
York with its membership of 7,000 not only is 
the largest local society but it carries on the 
traditions of medicine to the honor of the entire 
profession. The fact that it has achieved a high 
status in meeting the critical public relations 
problems confronting it is a measure of its cur- 
rent leadership and its progressive and forward 
thinking. 
~ (#) Arranged and edited by Dr. David J. Davis, 
Chicago. Published by Illinois State Medical Soctety, 
1955. From pages 175-176. 
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Illinois physicians in service 


Jay C. Alameda, Peoria, Peoria 

Richard H. Bick, Knox, Knox 

Henry P. Bourke, Chicago, C.M.S. 
James E. Bowman, Jr., Chicago, C.M.S. 
Robert E. Boyd, Jr., Oak Park, C.M.S. 
Charles E. Branch, Piper City, Ford 
Edmond M. Brophy, Champaign 

Raul M. Casas, Chicago, C.M.S. 

Gilbert B. Causey, Normal, McLean 

Kyle W. Chapman, C.M.S. 

George L. Chesley, Bloomington, McLean 
Elizeo M. Colli, Carroll 

J. Richard Cooper, Adams 

George E. Cruft, Winnebago 

Rufus S. Courtney, C.M.S. 

Clayton R. Curtis, Grayville, White 
David O. Dale, Minier, Tazewell 

Wm. T. Davin, Glen Ellyn, DuPage 
Harold R. Diamond, C.M.S. 

John P. Doenge, Olney, Richland 

Ralph Elson, Highland Park, Lake 
Mahmud T. Faruki, C.M.S. 

Joseph E. Fields, Joliet, Will Grundy 
Hugh A. Flack, Chicago, C.M.S. 

Neil F. Flaherty, Chicago, C.M.S. 

Donald B. Frankel, Fairfield, Wayne 
William I. Freud, C.M.S. 

Melvin L. Goldeye, Lake 

Jose L. Gonzales, C.M.S. 

Harold Goodman, Chicago, C.M.S. 

Irving M. Greenberg, Chicago, C.M.S. 
Sidney Greenberger, Chicago, C.M.S. 
Jack L. Greider, Decatur, Macon 
William D. Griffin, Peoria 

Alvin Groupe, Arenzville, Cass 

Carl W. Hagler, Adams 

Junji Hasegawa, C.M.S. 

Carl J. Hauptmann, Harrisburg, Saline 
A. Lee Haydary, Green Valley, Tazewell 
Loren O. Hotz, Skokie, C.M.S. 

Keith R. Irish, Park Ridge, C.M.S. 
Arthur T. Janecke, Chicago, C.M.S. 

Max E. Johnson, Newman, Douglas 
Marshall Kanter, Chicago, C.M.S. 
Harold M. Kaplan, Chicago, C.M.S. 
Bernard M. Kaye, C.M.S. 

Roy W. Kenney, Jr., St. Clair 

Gene J. Kinder, C.M.S. 

Ben A. Kinsman, Perry 

Melvin F. Kupke, DuPage 

Eli W. Lane, C.M.S. 

John M. Langstaff, Livingston 

Gilbert Lanoff, C.M.S. 

Clarence A. Lathrop, Chicago, C.M.S. 
Homer L. Lawder, Champaign, Champaign 
Robert C. Lescher, River Forest, C.M.S. 
Frank L. Lesko, Danville, Vermilion 
Fred H. Litwin, Chicago, C.M.S. 

Allan L. Lorinez, C.M.S. 

Harry L. Luzzie, Chicago, C.M.S. 
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William I. Mandel, Champaign 

Harold M. Manfredi, C.M.S. 

Roland A. Manfredi, Chicago, C.M.S. 
Aaron A. Mannis, C.M.S. 

Raul M. Martinez, Oak Lawn, C.M.S. 
Ramon L. Maseda, C.M.S. 

Sam Matlin, Chicago, C.M.S. 

William F. McDonald, Chicago, C.M.S. 
Patrick B. McVary, Springfield, Sangamon 
John J. Mera, Rockford, Winnebago 
Robert D. Morgan, Marion, Williamson 
I. Odiaga, Maywood, C.M.S. 

Placido R. Oses, Peoria 

Wayne R. Otto, Ogle 

Jerry R. Owings, Lincoln, Logan 
Ralph Pacini, Elmwood Park, C.M.S. 
Leon P. Palermiti, Will Grundy 

Luke R. Pascale, Chicago, C.M.S. 
Bernard T. Peele, Chicago, C.M.S. 
Cecil G. Piper, Mt. Carroll, Carroll 
Milton Plafker, Chicago, C.M.S. 
Adolph J. Rabinovitz, Chicago, C.M.S. 
Herbert S. Radley, C.M.S. 

H. A. Raubitschek, Chicago, C.M.S. 
Bernard Z. Reizner, Winnebago 
William W. Robinson, Morrison, Whiteside 
Daniel Roth, Williamson 

Jerome Rowitch, Chicago, C.M.S. 
Clyde A. Rulison, Roberts, Ford 

James H. Saft, Chicago, C.M.S. 
Marvin Salant, Chicago, C.M.S. 
Ricardo E. Saldivar, Chicago, C.M.S. 


Big business 


In the National Institutes of Health there 
are seven Institutes: the National Cancer In- 
stitute, the Mental Health Institute, the Na- 
tional Heart Institute, the Dental Health In- 
stitute, the Micro-Biological Institute, the In- 
stitute for Neurological Diseases and Blindness, 
and the Institute for Arthritis and Metabolic 
Diseases. The total annual appropriation for 
the National Institutes of Health and Clinical 
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Edwin C. Salter, McHenry 

Wallace L. Salzman, Libertyville, Lake 
Stanley C. Samowitz, C.M.S. 

Vincent C. Sarley, Chicago, C.M.S. 
Louis F. Scaramella, C.M.S. 

Melvin L. Schwartz, Chicago, C.M.S. 
Ralph E. Seward, Peoria, Peoria 
Nathan Scechter, Rock Island, Rock Island 
Maurice J. Sheerman, Jr., C.M.S. 
Richard G. Shifrin, Chicago, C.M.S. 
Norman R. Shippey, East St. Louis, St. Clai: 
Paul Siever, C.M.S. 

Raymond R. Simpson, Alton, Madison 
Ben I. Smaller, C.M.S. 

Joseph S. Solovy, Chicago, C.M.S. 
George A. Stanford, Peoria 

Emil P. Stipak, Chicago, C.M.S. 

Nathan Subotnik, C.M.S. 

George C. Sutton, Evanston, C.M.S. 
Thomas S. Szasz, C.M.S. 

Peter S. Teresi, Chicago, C.M.S. 

Pierce W. Theobald, Evanston, C.M.S. 
William S. Thompson, Elmhurst, DuPage 
Jay E. Turner, Chicago, C.M.S. 

Albert H. Unger, Chicago, C.M.S. 
Sheldon A. Walker, C.M.S. 

Martin M. Werner, Chicago, C.M.S. 
Robert B. White, Aurora, Kane 

Benham R. Wrigley, Peoria, Peoria 
David S. Yatzkan, McHenry 

Arthur J. Zweibel, C.M.S. 


>>> 


Center amounts to about $71,000,000. The new 
clinical research center could conceivably house 
1,500 beds but more than half of the hospital 
is taken up with laboratories. Its 500 beds are 
simply the center of its vast research and study 
facilities. This hospital was built at a cost of 
about $60,000,000. The total cost of the entire 
plant, including all other buildings of NIH, 
is put at about $76,000,000. Herbert P. Ramsey, 
M.D. The Washington Medical Scene. Med. Ann. 
District of Columbia, Nov. 1955. 
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John R. Wolff, Chairman, Walter C. Bornemeier, Edward W. Cannady, 

Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. Hirsch, 

Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, 
Frederick W. Slobe. 
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Trends in the Practice of Medicine 


RoLaAnpb R. Cross, Jr., M.D., CuHicaco 


URING the usual Winter’s program of the 

Medical Society, there is an evening de- 
voted to “Trends” in: various phases of medi- 
cine. It is well that we should so be brought up 
to date. But, while we are being refreshed in 
Cardiology, Surgery, Dermatology and etc., we 
should, also, be led from time to time in the 
discussion of new trends in the practice of 
medicine. Nothing is static. Progress, or maybe 
we should say change (for not all change is 
progress), is continual. In one sense, medicine 
is a marketable entity, and there is a buyer. 
The purchaser, as any psychologist of the laws 
of marketing will tell you, is influenced by the 
commodity. 

In 1954, President McCormick, in his Presi- 
dential Address before the A.M.A. in San Fran- 
cisco, spoke at length.on the idea of a fixed fee 
schedule. Here was a prominent, ethical, seri- 
ously-minded physician speaking on a subject 
to which he had given much thought. He stated, 
“The time has passed when the medical pro- 
fession can predicate a fee on a patient’s salary, 
or whether he is in a private room or a ward, 
or lives ‘on the hil? or in a moderate residential 
area.” From the visible and audible reaction, it 
would seem that the idea has been studiously 
avoided, and yet it fails to die. Not too long ago 
“Time” reported how a local County Medical 
Society, in meeting the competition of .the 
Kaiser Permanente Foundation, brought forth a 
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variation of a fixed fee schedule. This Society 
— The Alameda Contra-Costa County Medical 
Association — brought out a median fee index. 
They distributed a leaflet to the public inform- 
ing them that this was the fee the public was 
to expect unless the doctor told the patient dif- 
ferently prior to initiating the procedure. I am 
sure the public, if it thinks consciously, would 
feel that the competition of the two systems of 
“packaging the product” is beneficial. 

“Time” of December 19, 1955 has an article 
in its Medical Section entitled “Yardstick for 
Fees.” This news report tells of the yardstick 
worked out by the Los Angeles County Medical 
Association. It is to be applied to patients mak- 
ing less than $6,000 per year. Some suggestions 
are: a broken wrist $75.00; appendectomy 
$175.00; tonsillectomy $75.00 and gallstone op- 
eration $250.00. The Los Angeles County Medi- 
cal Association vetoed this; but, official or not, 
it exerts an influence as a yardstick. 

The thoracic surgeons, as a group, recently 
adopted a point system for fixing charges, and 
who can say that surgical insurance fees have 
not, to some extent, served as a yardstick. Many 
a physician has had a patient come with his 
insurance literature, showing the fees allowed 
for certain procedures, and wanting to know if 
they would be done for that amount. 

And, of course, this brings up another trend, 
namely, the use to which Union Health and 
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Welfare funds are being used. These funds are 
a new development that are included in what 
is known as fringe benefits. A person who pays 
his own medical costs can deduct the same from 
his income tax, if they are sufficiently high. 
But, when it is paid by the Union, it does not 
ever appear as income — the result is complete 
deduction. 

A recent A.M.A. Washington Newsletter car- 
ries this news item:— “At least 11,290,000 
workers under collective bargaining contracts 
were covered by some type of health and in- 
surance or pension plans in 1954. The most 
popular coverage, next to life insurance, was 
hospitalization, which was provided to 88 per 
cent of all workers employed under union con- 
tracts. Next, was surgical coverage with 83 per 
cent, accident and sickness with 73 per cent, 
accidental death and dismemberment 54 per 
cent, and medical benefits 47 percent.” The 
Bureau of Labor Statistics’ report showed that 
new benefits (diagnostic and laboratory services, 
emergency accident care, and the like) were 
being introduced into the agreements regularly. 
Management rather than labor generally as- 
sumes the cost of new benefits as they are added, 
and some contracts even have management as- 
suming full cost of protection for dependents. 

These funds are being used in different ways. 
Different unions are competing with each other 
to give their members a better system, One 
large plant in St. Louis gives their members 
relatively complete medical care, including den- 
tal care. Chicago now has three new clinics (two 
diagnostic centers and one both diagnostic and 
treatment). Philadelphia has recently witnessed 
the dedication of a beautiful new building where 
medical care is given to union members. Every- 
one is familiar with the John L. Lewis’ United 
Mine Workers’ Health and Welfare Fund which 
is building several hospitals for members. The 
mine workers, in the period of 1946-1955, spent 
$246,253,374.29 for hospital and medical care 
for its members, and, during this same time, 
the total revenue of the mine workers’ Welfare 
and Retirement Fund was $882,423,780.68. This 
amount of money represents “big business.” 

A good example of one of the new union 
clinics is as follows :— It has a fulltime medical 
director, a medical administrative officer and 
22 part-time physicians, all of whom are either 
Board men or Board-eligible. The nucleus of 
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this group is the internists. As each new pa- 
tient enters the clinic, he becomes the patient 
of one of the internists, who becomes his per- 
sonal physician, and, in effect, his medical man- 
ager. The patient may be seen in consultation 
and for treatment by the specialties, but the 
patient always returns to the same internist. 
Complete laboratory and x-ray services are in- 
cluded. Arrangements have been made for the 
filling of prescriptions by reputable drug firms 
at a discount to the patient. The one thing the 
patient has to pay for is medicine. He takes his 
own prescription to the drugstore and pays for 
it himself as he receives it. Thus, these people 
receive a high caliber medical care as a “fringe 
benefit”, paid by the employer. 

One should remember that these methods of 
“packaging the product” are yet in their be- 
ginning. They will probably grow and enlarge. 
And, in one viewpoint, one might say that in- 
sofar as unions establishing clinics for their 
members are concerned, they are in effect fixing 
a standard fee schedule. 

Another trend, not necessarily new but still 
having a new aspect, is concerning the fee 
charged by a physician. The American College 
of Surgeons has long been loud and vocal in 
its denunciation of any division of fees. In this 
respect, the AMA Code of Ethics has been 
definite against the division of fees, but its 
action in practice has been mild. Other groups, 
such as the American College of Physicians, 
have ignored the problem, and, by impli- 
cation consider it to be mainly of concern to 
the surgeons. And the public feels that the 
whole matter is a factional matter and fight 
within the family of medicine. The recent rise 
of a stronger voice for the general practitioners 
has finally resulted in the Truman Report. It 
is interesting that the Truman Report was given 
its widest distribution by the Journal of the 
American Academy of General Practitioners, 
G-P, and by Medical Economics, and, yet, it is 
an honest and sincere report by physicians. The 
members of the reporting committee were Dr. 
Stanley Truman, Dr. J. S. De Tar, Dr. Felix 
Butte, Dr. James Q. Graves, Dr. Ernest Irons, 
Dr. Leland McKittrick, and Dr. Walter Palmer. 
Dr. Dwight H. Murray, as Chairman of the 
AMA Board-of Trustees, called this report “the 
most constructive and exhaustive work relating 
to the problem of fee-splitting ever written.” 
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Some of the main points of this Report are :— 
“There is general agreement among doctors that 
there are greater financial rewards for surgery 
than for medicine. There is higher public status 
for the doctor who does surgery. There is more 
intense competition among doctors for surgical 
work. The economic aspects of this competition 
are not now really free and open, but is, at 
least partially, regulated by arbitrary restric- 
tion. All of these factors combine to create a 
climate which encourages unethical practices. 
The relief of these pressures should make it 
easier for more doctors to maintain higher ethics 
in their practices.” 

The Report recommended the creation of a 
subcommittee of the Medical Practices Com- 
mittee to work on a relative value scale for the 
whole of the practice of medicine and surgery 
(using the scale already produced by the thoracic 


Negligence in England 


The large number of legal actions brought 
against physicians and surgeons still is causing 
concern. A new feature of the annual report 
of the Ministry of Health is the inclusion of 
tables to show the frequency of claims and pro- 
ceedings against hospitals and their medical 
staffs. These demonstrate that compensation 
payments of all kinds, largely in negligence cases, 
rose from 23,636 pounds in 1950 to 159,047 
pounds in 1953. In his report, the president of 
the Medical Defense Union has said that the 
number of claims for alleged medical negligence 
was 80 per cent higher in 1953 than in 1947. 
The report of the Ministry of Health states that 
there is no evidence of deterioration in the 
standard of medical practice and attributes the 
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surgeons as a starting point). 

The Committee stated that it could see little 
hope for curing fee-splitting by superimposing 
more oaths, rules, restrictions, regulations and 
inspections, for there remains a long human 
history of broken oaths and regulations. “Many 
doctors who are pleased with their practices as 
they are may prefer not to see changes ; however, 
we have ascertained to our complete satisfaction 
that the financial inequities and the attempts 
to departmentalize medicine within rigid, arti- 
ficial boundaries are basic causes of unethical 
practice.” 

All of this discussion serves merely to call 
attention to trends and influences. The practice 
of medicine is changing under the influences of 
these and many other trends. The package used 
to dispense the product will doubtless be greatly 
different in the years to come. 
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increased litigation to a number of factors. Per- 
haps the most important of these is the deci- 
sion in several recent court cases that, under 
the law, the hospital is responsible for the negli- 
gence of its servants. In the days of voluntary 
hospitals, there was a great loyalty to the local 
hospital and its staff and this acted as a force- 
ful deterrent to persons who might otherwise 
have considered legal action. Now that the local 
hospital is no longer “our hospital” but just a 
part of the National Health Service, proceed- 
ings are taken aganist it without any personal 
feelings whatever. Another factor that has 
doubtless increased the number of actions and 
has been responsible for a number of the frivo- 
lous ones is the provision of free legal aid. John 
Lister, M.D. By the London Post. New England 
J. Med. Nov. 24, 1955. 
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Survey shows what public expects 

The public expects from doctors: sympathy, 
patience and understanding, rather than guaran- 
teed cures and “wonder drugs.” Criticism is 
based on matters of time and economics, not of 
personality or ability. 

This is the finding of an independent survey 
conducted under the sponsorship of the Ameri- 
can Medical Association. Three thousand people 
in all walks of life were interviewed. The con- 
census Was: 

(1) People almost universally like and respect 
their personal or family physicians; they think 
more highly of their family doctor than of doc- 
tors in general. 

(2) Attitudes about doctors are far more fa- 
vorable than unfavorable; majorities deny most 
of the frequently voiced complaints about doctors 
when speaking of their own; many people accept 
certain charges against doctors as a group which 
they reject for their own physicians. 

(3) Doctors in general are liked most for their 
friendly personality, sympathy and competence. 

(4) Chief complaints are: fees, hurrying of 
patients, coldness, lack of frankness. 

Chief recommendations of the public were: 
Come when called, lower fees, take more personal 
interest, be more friendly, be frank on illness and 
fees, take more time with patients, keep appoint- 
ments better, inform the public. 

From these answers, the survey conductors 
reached the conclusion: “Since people apparently 
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feel more favorably inclined toward their own 
doctors than toward most doctors, it is not the 
public relations of the individual physician which 
requires increased attention, but the public rela- 
tions of the medical profession as a whole. 

“People’s attitudes toward their own doctors 
are based upon their own personal experiences, 
while their attitudes toward doctors in general 
must necessarily be based upon secondary infor- 
mation and hearsay.” 

One surprising finding was that only 48 per 
cent of the public interviewed said they had 
knowledge of the American Medical Association 
and its purposes and that only one fifth of these 
could recall any thing specific. The chief recol- 
lection concerned general publicity, drug re- 
searches, professional standards, conventions and 
opposition to government medicine. Good to fa- 
vorable impressions were held by four out of five 
of these laymen. 

The public generally feels that the purpose of 
the American Medica] Association is to promote 
better medical standards and to keep doctors in- 
formed. One out of 25 laymen dislikes the Asso- 
ciation’s stand on government medicine. 

Five hundred doctors also were surveyed. They 
were closely agreed with the public on the ap- 
praisal of most physicians as to intelligence, 
capability and willingness to accept medical ad- 
vances. On some other points doctors were more 
critical of their colleagues than was the publie. 
On questions of income and fees, physicians had 
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more favorable opinions of themselves than peo- 
ple have of their own doctors. 

From these findings, the survey concluded: 
“It seems evident that the individual doctor 
needs to form a better opinion of his colleagues 
and to convey that opinion to his patients. If he 
himself helps create derogatory impressions of 
other doctors, he thwarts the public relations 
efforts of his profession.” 

A poll of the professional attitude toward the 
American Medical Association showed that three 
out of four doctors generally were satisfied with 
the policies. A third felt that more could be done 
to improve the relationship with doctors. The 
main suggestion was “get closer to doctors, poll 
their ideas.” 

“One conclusion drawn from the study is that 
state and country societies as well as the Ameri- 
can Medical Association must do a more com- 
prehensive job of familiarizing individual mem- 
bers with Association activities, aims and_poli- 
cies,” the report said. “Many of the criticisms 
given by doctors reflect lack of information or 
actual misunderstanding of basic concepts and 
associational procedures.” 

' < > 
Activities of county societies 

Activities of the nation’s county medical so- 
cieties cover a wide range, according to a 1954- 
1955 survey made by the American Medical As- 
sociation. A feature of the study was the revela- 
tion of a growing awareness of the need for 
participation in community affairs. 

Answers to questionnaires were received from 
1,225 societies, or nearly 64 percent. Of these, 
764 reported that they had public relations com- 
mittees. Other committees or activities of PR 
importance included: 

Ethics, 526; grievance, 704; emergency call 
service, 710; public health, 550; school health, 
379; mental health, 225; liaison with voluntary 
health organizations, 334 ; speakers bureaus, 240; 
health forums, 168; state and county fair ex- 
hibits, 131; health days, 95; radio programs, 
207; television programs, 116; indigent care 
programs, 614; use of average or usual fee 
schedule, 654; cancer control, 873; tuberculosis 
control, 895; blood bank plans, 777; venereal 
disease control, 445; health examinations, 368; 
multiple screening programs, 123; safety pro- 
grams, 139; diabetes detection, 737; rheumatic 
fever control, 403. 
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Hospital costs medical PR problem 

Fast-rising hospital costs have been the biggest 
factor in the upswing in medical care expenses. 
From 1946 to 1954, the consumer’s price index 
rose 37.6 per cent; hospital costs in the same 
period increased 132 per cent. 

The spiraling is to continue, according to Ray 
E. Brown, president of the American Hospital 
Association. Mr. Brown, in a press interview, 
said we can look for a 5 per cent increase an- 
nually for several years. 

He explained that hospitals must meet general 
rising wage rates but, unlike industry, the in- 
stitutions cannot offset this by higher produc- 
tivity through the use of machinery. In 1946, 
hospitals had 1.48 employees per patient; in 
1954 it was 1.98. 

Hospital stay averages have been reduced — 
from 9.1 days in 1946 to 7.8 days in 1954 — 
but patients cannot look for much further drop 
in that direction. 

Mr. Brown said perhaps new patterns of hos- 
pital service may be developed so as to permit 
more ambulatory care rather than personal at- 
tention, thus curbing the rising trend. 

Meanwhile, the medical profession is con- 
fronted with a PR problem — to explain to the 
public that hospital costs, and not doctors’ fees, 
are mainly responsible for the increases in medi- 
cal care expenses. 

< > 
New bills with PR implications 

A number of bills with public relations im- 
plications for the medical profession have been 
introduced in the present session of Congress. 
These include: 

S. 3076: To authorize the Surgeon General of 
Public Health Service to make special studies 
to determine the extent of illness, disability and 
related conditions. The information to be sought 
will include the number, age, sex, extent of dis- 
ability among chronic cases, types of disease of 
handicapping conditions, length of disability, 
amount and rehabilitation and medical services 
being received, and economic and other impacts 
of illness and disability. The WPA made a simi- 
lar survey 20 years ago, interviewing about 737,- 
000 families. 

H.R. 8863: To appropriate $16 million for a 
four-year program of aid to states to care for 
the aging. Of this, $2 million would help finance 
a survey of facilities and needs, and the remaind- 
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er would be apportioned to states on a formula, 
more money going to low-income states. The bill 
also would establish a Bureau of Older Persons 
in HEW. 

H.R. 8583: To liberalize VA regulations on 
presumption of service connection by extending 
the period from the present one year to three 
years for arthritis, and from two to three years 
for multiple sclerosis and psychoses. 


< > 


A.M.A. offers new TV film 
The American Medical Association has re- 


leased a half-hour film, “Medicine, U.S.A.—The 
Living Proof,” for TV presentation over local 
stations under state and county medical society 
sponsorship. It deals with cancer survival and 
gives case histories of eight patients. H. V. 
Kaltenborn is the interviewer. What the medical 
profession is doing for cancer victims is related. 

“Tf you have a working arrangement with a 
local television station for public service pro- 
grams, may I suggest you get in touch with the 
program director and reserve a spot time for 


Psychoallergic 


It is told that a psychiatrist entered an al- 
lergist’s office one day, leading a young lady 
by the hand. The psychiatrist was anxious to 
prove to the allergist that urticaria could occur 
on an emotional basis alone and was offering 
this young woman as evidence. Her complaint 
was that every time she had a falling out with 
her boy friend, she promptly developed general- 
ized urticaria. Since she had had a spat with 
the boy friend the day before, she now was 
suffering from one of her attacks of “hives.” 
The allergist examined the patient and noticed 
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‘Medicine, U.S.A.’” said Dr. George F. Lull, 
secretary and general manager of the A.M.A. 

“Some societies with regular half hour pro- 
grams are pre-empting their own shows in order 
to get this vital news-education feature on the 
air as soon as possible. If your society has never 
sponsored a public service T'V show, this might 
be a good chance to break the ice.” 

Booking requests should be sent to the 
A.M.A.’s Bureau of Health Education. 

< > 
New A.M.A. health exhibits 

The American Medical Association’s Bureau 
of Exhibits has scheduled two new health ex- 
hibits, both featuring lifesize, three-dimensional 
models of parts of the body. 

One deals with the eye, and will be ready April 
1. A special feature will enable viewers to check 
themselves on nearsightedness, farsightedness 
and color blindness. 

The second exhibit, on the ear, will show the 
mechanism of hearing. It also will feature mo- 
tion sickness, the mechanics of hearing aids and 
quackery. The exhibit will be available May 1. 
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that each urticarial wheal had a punctate center 
and resembled an insect bite. When the girl was 
carefully questioned she admitted rather reluc- 
tantly that her bed was infested with bed-bugs. 
The psychiatrist could not understand the rel- 
evancy of his fact to.the outbreaks of urticaria 
following arguments with the boy friend until 
the young lady very oblingly solved the entire 
problem. She admitted that the only time she 
slept in her own bed was following a fight 
with her fiance. Samuel S. Burden, M.D. The 
Role of the Psyche in Allergic Disease. Ann. 
Int. Med. Dec. 1955. 
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New ruling for filling out 
birth certificate forms 

What is good news for form-harassed physi- 
cians came in the announcement by Dr. Roland 
R. Cross, director of the Illinois Department 
of Public Health, that in filling out certificates 
of live births and stillbirths, answers to ques- 
tions beyond No. 25 are optional. 

The first 25 items on the certificate forms are 
required by law and must be answered. 

The notice which Dr. Cross sent January 31 
to all local registrars read in part: 

“ . . items 26 and following of the Supple- 
mental Medical Report on the reverse side of 
the Live Birth and Stillbirth Certificates are to 
be considered optional items, and any certificate 
which is completely and satisfactorily filled out 
in all respects except for the omission of items 
26 and following is acceptable for filing. It is 
understood, of course, that reporting on all items 
preceding item 26 on the certificates is manda- 
tory.” 

Physicians cannot object to supplying essen- 
tial and pertinent data for birth certificates. 
They have cooperated fully with state and na- 
tional health authorities in the completion of 
vital statistics reports. 

Most states have a standard form, which has 
been adapted to local needs. According to Dr. 
Halbert L. Dunn, chief of the National Office 
of Vital Statistics, U. S. Public Health Service, 
the basic information. collected has not changed 
much in the half century that birth and death 
certificates have been in use. (*)The forms have 





(*) J.A.M.A., 159:1184-1186 (Nov. 19) 1955. 
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been changed to keep the certificates up-to-date 
rather than to inroduce any real innovations. 

Now that Dr. Cross has clarified the Illinois 
picture by his ruling, physicians will be able to 
submit more speedily and accurately the answers 
to the 25 questions required by law. 

As for answering the optional questions, No. 
26 and beyond, that is up to the individual 
physician. 

«< > 


Colchester Lion’s Club honors 
Dr. Bruce A. Harrison 

On January 26, Colchester, Ill., paid tribute 
to one of its most distinguished citizens, Dr. 
Bruce A. Harrison. Dr. Harrison has served 
the community for more than 45 years, having 
located there in 1910 soon after finishing his 
internship. The dinner part was arranged by 
the Lion’s Club, of which Dr. Harrison is a 
charter member. 

Believing that he and Mrs. Harrison were 
to attend a ladies’ night meeting of the Club, 
Dr. Harrison was surprised to find some 240 
of his friends awaiting his arrival. In a town 
boasting of only 1,600 inhabitants, it was a 
difficult matter to prevent the doctor from find- 
ing out what was being prepared to honor him, 
but obviously it was done. 

The Illinois State Medical Society sent its 
President-Elect, Dr. F. Lee Stone of Chicago; 
the Chairman of the Council; Dr. Joseph T. 
O’Neill, of Ottawa; the Councilor for the 4th 
district, Dr. Charles P. Blair, and the Secretary, 
Dr. Harold M. Camp from Monmouth, Dr. F. 
Garm Norbury, President of the Society, had 
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been invited, but was out of the state. He sent 
his greetings and best wishes to Dr. Harrison 
and expressed his regrets that he was unable 
to attend. 

Dr. Camp acted as M. C. for the program, 
introducing Dr. Stone who told of the improve- 
ments in maternal and infant care during the 
past 45 vears. He referred to the fine work fo 
the Society’s Maternal Welfare Committee 
which has functioned for nearly 20 years, and 
the gradually lowering each year, of maternal 
and infant death rates. 

Dr. O’Neill told of the development of the 
specialty of pediatrics, most of which has oc- 
curred since the turn of the century. He com- 
pared the many infantile ailments of the past 
with those of today, and the gradual decrease in 
both infantily mortality and morbidity. 

Dr. Blair told about the major improvements 
in medical and surgical care. It was his opinion 
that perhaps the most outstanding development 
has been in cardiac surgery. Following these a 
presentation was made to Dr. Harrison by his 
friends. A corsage was presented to Mrs. Harri- 
son. 

Dr. Harrison is a native of nearby Fulton 
county where his father practiced medicine for 
more than 30 vears in a small town. His father 
had two physician brothers, one practicing in 
Quincey and the other in Texas. He graduated 
from the College of Physicians and Surgeons 
of the University of Illinois in 1909. 

There were many physicians present from 
nearby Macomb, and from a number of other 
places, who came to aid in honoring an associate 
of long standing. The Lion’s Club and other 
friends of Dr. Harrison stated that they desired 
to pay respects to one who had served their 
health interests faithfully over more than 45 
vears while he was able to be present and ap- 
preciate their interest in him and his work. 
It was their belief that this arrangement was 
much better than having a memorial service to 
his memory after he is gone from their midst. 

Dr. Harrison’s son, Bruce Jr., his daughter, 
Mrs. Don Erskine of Cleveland, and the doctor’s 
grandson, Don Erskine, Jr., were present. 


«< > 
Clinics for crippled children 
scheduled for April 


Twenty-three clinics for Illinois’ physically 
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handicapped children have been scheduled for 
April by the University of Illinois Division of 
Services for Crippled Children. There will be 17 
general clinics providing diagnostic orthopedic, 
pediatric, speech and hearing examinations along 
with nursing and medical social services. There 
will be 5 special clinics for children with cardiac 
conditions and one for cerebral palsied children. 

Clinics are held by the Division in cooperation 
with local medical and health organizations, both 
public and private. Clinicians are selected from 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or bring 
to a convenient clinic any child or children for 
whom he may want examination or may want to 
receive consultative services. More than 10,000 
visits were made by physically handicapped chil- 
dren during 1955. 

Clinies listed for April are as follows: 

April 3 Carmi—Carmi Township Hospital 

April 3 Quincy—Blessing Hospital 

April 4 Hinsdale—Hinsdale Sanitarium 

April 5 Flora—Clay County Hospital 

April 10 East St. Louis—St. Mary’s Hospital 

April 10 Peoria—Children’s Hospital 

April 12 Cairo—Public Health Building 

April 12 Elmhurst Cardiac—Memorial Hos- 
pital of DuPage County 

April 12 Springfield—St. John’s Hospital 

April 12 Watseka—American Legion Hall 

April 13 Chicago Heights Cardiac—St. James. 








Hospital 

April 17 Danville—Lake View Hospital 

April 19 Rockford—St. Anthony’s Hospital 

April 18 Alton Rheumatic Fever—Alton Me- 
morial Hospital 

April 18 Chicago Heights 
pital 

April 19 Rockford—St. Anthony’s Hospital 

April 24 Effingham Rheumatic Fever—St. 
Anthony’s Hospital 

April 24 Peoria—Children’s Hospital 

April 25 Elgin—Sherman Hospital 

April 25 Springfield Cerebral Palsy—Memo-~ 
rial Hospital 

April 26 Bloomington General (A. M.)—St. 
Joseph’s Hospital, Cerebral Palsy (P. M.)—St. 
Joseph’s Hospital 

April 26 Mt. Vernon—Masonic Temple 

April 27 Chicago Heights Cardiac—St. James. 
Hospital 


St. James Hos- 
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International Academy of 
Proctology annual conference 

The Eighth Annual Convention of the In- 
ternational Academy of Proctology will be held 
in the Drake Hotel, Chicago, April 23-26. A 
well-rounded program covering major develop- 
ments in proctology will be presented in papers, 
panel, symposium and motion pictures. 

Subject matter will include ulcerative colitis, 
carcinoma of the rectum and colon, hemorrhoids, 
ano-rectal strictures, pilonidal cysts, surgical 
complications of anorectal surgery, polyps, 
amebiasis, diverticulitis, fluids and electrolytes 
in gastrointestinal surgery, anesthesia and many 
other related subjects, according to Dr. Caesar 
Portes of Chicago, chairman of the program 
committee. 

A full day will be devoted to a motion picture 
seminar. Panel discussion of all phases of ano- 
rectal diseases will take place. An afternoon will 
be devoted to it. Participants will answer ques- 
tions from the floor and a general discussion 
will follow. 

Chicago surgeons who will participate in the 
program are: Drs. Leon Aries, Walter C. Borne- 
meier, Roland R. Cross, Harry A. Gussin, Earle 
I. Greene, Joseph B. Kirsner, Edward Kowalski, 
Edward J. Krol, Manuel E. Lichtenstein, 
Joseph D. Majarakis, Karl A. Meyer, Caesar 
Portes, George J. Rukstinat, Max S. Sadove, 
Sidney J. Shafer, William H. Shlaes, George 
Shropshear, Manuel G, Spiesman, Arkell M. 
Vaughn, Harry F. Weisberg and Joseph R. 
Wolff. 

Dr. Louis S. Wegryn of Elizabeth, N. J., 
will give his presidential message at the open- 
ing session. Dr. Manuel G. Spiesman of Chicago 
will be installed as the president for 1956. Dr. 
F. Lee Stone of Chicago,~president-elect of the 
Illinois State Medical Society, will give an ad- 
dress of welcome. 

Further details may be had by writing Dr. 
Alfred J. Cantor, secretary, International Acad- 
emy of Proctology, 147-41 Sanford Avenue, 
Flushing 55, N. Y. 

< > 


St. Louis City Hospital alumni 
meeting 

The annual St. Louis City Hospital Alumni 
Association meeting will be held April 9, 1956 
at the LeChoteau Resturant, St. Louis, Missouri. 
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The meeting will be held in conjunction with 
the Missouri State Medical Association meeting. 
All former interns, residents and staff members 
are invited to attend. Fore reservations write 
Drennan Bailey, M. D., Secretary 634 North 
Grand, St. Louis 3, Missouri. 


< > 


Promotions for AF medical 
and dental 

The Office of The Surgeon General, USAF, 
announced that all physicians and dentists now 
serving on active duty in the grade of First 
Lieutenant will be promoted to the temporary 
grade of Captain effective 1 February 1956 if 
they have acquired (12) months of professional 
experience subsequent to graduation from medi- 
cal or dental school and are otherwise qualified. 
All medical and dental officers now serving on 
active duty in the grade of First Lieutenant will 
be promoted to the temporary grade of Captain 
when they attain the above eligibility require- 
ments. 

When physicians and dentists holding per- 
manent reserve commissions as First Lieutenants 
in the Reserve of the Air Force are ordered to 
active duty after 1 February 1956 they will 
be promoted to the temporary grade of Captain 
on the day they enter active duty if they have 
acquired twelve (12) months professional ex- 
perience after graduation from medical or dental 
school and are otherwise qualified. 

This is another action proposed by the Armed 
Forces Task Force Group appointed last June 
by the Secretary of Defense to explore the criti- 
cal problems of attracting and retaining career 
medical and dental officers. 


< > 


Eleventh annual Schering 
award competition opens 

Students are invited to participate by select- 
ing one of three suggested subjects and submit- 
ting papers to the Schering Award Committee, 
Bloomfield, N.J. Both a $500 first prize and 
$250 second prize are offered for each of the 
three subjects. Decisions are made by a group 
of judges who are authorities in their respective 
fields. In addition, every participant in the con- 
test receives a professionally useful gift. 

The three subjects for 1956, announced by 
C. J. Samal, M.D., chairman of the Schering 
Award Committee, are: 


Illinois Medical Journal 











1, The Clinical Use of Adrenocortical Ster- 
oids in Collagen Diseases 
2. Metabolic Aspects of the Aging Process 
3. New Applications of Antihistamines in 
Medicine and Surgery 
Literature and entry forms are being dis- 
tributed in the medical schools. Students who 
are interested in participating, either individ- 
ually or in teams, should submit their entry 
forms before July 1, 1956 and manuscripts must 
be postmarked not later than Sept. 30, 1956. 


< > 


International College of Surgeons 
regional meeting 

On April 26-28, 1956, the International Col- 
lege of Surgeons will hold a regional meeting 
of its American section in Madison, Wisconsin, 
with headquarters at the Loraine Hotel. This 
will be a Mid-West meeting with all surgeons 
presiding in this area invited to attend. Lead- 
ing surgeons from throughout the United States 
will appear on the prorgam. 

< > 


American goiter association 
meeting 

The 1956 meeting of the American Goiter 
Association will be held in the Drake Hotel, 
Chicago, Illinois, May 3, 4 and 5, 1956. 

The program for the three day meeting will 


Cervical tension 

The cervical tension syndrome arises from 
the discrepancies of the cervical vertebrae. The 
resultant symptoms include pain, soreness, or 
stiffness of the neck referred to the occipital, 
parietal, or frontal areas. Mild to severe uni- 
lateral or bilateral headaches frequently result. 
Pain may radiate into the shoulders, arms, and 
even as far as the hands or fingers or there 
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consist of papers and discussions dealing with 
the physiology and diseases of the thyroid gland. 
< > 


Summer camp for diabetic 
children 

A summer camp for diabetic children will be 
opened for the eighth season under the auspices 
of the Chicago Diabetes Association, Inc., from 
July 15th, 1956, to August 5th, 1956, at Holi- 
day Home, Lake Geneva, Wisconsin. 

In addition to the complete camp personnel, 
the Chicago Diabetes Association furnishes a 
staff of resident physicians and dietitians, 
trained in the care of diabetic children. 

Boys and girls, ages eight through fourteen 
years are eligible. For further information re- 
garding fees, interested persons should be di- 
rected to write or phone the office of the Chicago 
Diabetes Association. Fees will be set on a slid- 
ing scale to meet individual circumstances. 

Physicians are urged to notify parents of 
diabetic children and to enter the names of 
children who would like to attend the camp. 
Applications may be obtained from, and in- 
quiries should be addressed to: 

The Chicago Diabetes Association 
5 South Wabash Avenue 
Chicago 3, Illinois 
ANdover 3-1861 
Limited capacity requires prompt application. 


may be associated pain in the chest, middorsal, 
or scapular areas. In patients past 40 years of 
age, a frozen shoulder or the shoulder-hand 
syndrome may complicate the picture. Vertigo 
is not an infrequent symptom. Some patients 
describe symptoms of blackout sensations or 
crazy feelings in the head. William K. Ishmael, 
M.D. The Problem of Painful Spine. J. Okla- 
homa M.A. Nov, 1955. 
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Bioflavonoids are being ballyhooed for the 
treatment of 101 different ailments. According 
to a recent press release, these products are more 
than 20 years old and 800 medical papers have 
been written on their value in rheumatic fever, 
tonsillitis, chicken 
complications of diabetes, abnormal menstrual 
flow, upper respiratory infections, tooth extrac- 
tions, and coronary thrombosis. To top it off, 
the release also says, “Most doctors who have 
studied bioflavonoids feel they are of supple- 
mental value in all diseases.” 

The bioflavonoids are abundant in plants, 
fruits, and vegetables and contain carbon, hy- 
drogen, and oxygen atoms. The most potent of 
the 200 flavonoids are found in the yellow parts 
of citrus fruits like oranges and lemons. Physi- 
cians should be familiar with a product that is 


influenza, nosebleed, pox, 


receiving so much publicity among the laity. 
Manufacturers admit they are trying to break 
into the cold remedy market and get their share 
of the $200 million spent annually by the public 
on antihistaminie products. 


< > 


The Wm. S. Merrell’ Co. has sent out several 
releases on Frenquel, their new antihallucina- 
tory, anticonfusion drug. Dr. Nina Toll was 
quoted as saying, “the new drug helps make of- 
fice psychotherapy with schizophrenic patients 
more effective and shortens the course of thera- 
py.” After taking Frenquel, one of Dr. Toll’s 
patients said, “It is easier to think things out. 
I understand more quickly what people say to 
me.”’ Another stated, “TI feel I don’t want to be 
alone any more. I won’t run away from the bat- 
tle any more. They (the pills) make my mind 
feel better.” 
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In a later Merrell release, Dr. Harold E. Him- 
wich, Galesburg State Research Hospital, was 
quoted as follows: “A remarkable feature of the 
drug is the absence of clinical side effects. Other 
drugs, useful in treating this type patient, must 
be used with caution to avoid unwanted actions 
potentially dangerous to the patient’s physical 
health.” Dr. Himwich used large doses of Fren- 
quel in treating these patients but said, “The 
absence of toxic actions is an exceptional ad- 
vantage. The fear of complications is removed.” 

Rutaminal-RQ is Schenley’s new reserpine- 
quercetin combination. A news release for public 
consumption states it is “a supportive adjunct 
in the treatment of a variety of cardiovascular 
disorders, among which are coronary artery dis- 
ease and angina pectoris, hypertensive vascular 
disease, and arteriosclerosis.” 

< > 

The press relations department of Lakeside 
Laboratories, Inc. announced the debut of Tri- 
dal. The compound is a combination of Dactil 
and Piptal and is aimed at bringing immediate 
and prolonged relief of pain and spasm in gas- 
trointestinal tract disorders. 

< > 

Merrell also reported that “Meratran is an 
effective aid in weight reducing because it helped 
patients adjust as painlessly as possible to a low 
calorie diet.” (The release did not say how or 
what the product contains.) 

< > 

“Tyzine nasal solution rated superior in Air 
Force study,” reads the title of a public relations 
release of Charles Pfizer & Co., Inc. This nasal 
decongestant “was evaluated as excellent by 48 
of the 60 airmen treated for nasal congestion 
accompanying upper respiratory infections.” 


Illinois Medical Journal 











NEWS of the STATE 





ADAMS 

Society News.—Dr. Orville M. Graves, Jr. and 
Mrs. Frank Brenner served as co-chairmen of the 
Annual Social meeting of the Adams County Med- 
ical Society at the Elks Club in Quincy, January 
20. 

New Officers—Dr. Alfred Ash was chosen pres- 
ident-elect of the Adams County Medical Society 
at its meeting, December 12, 1955. Dr. Newton 
DuPuy was installed as president. Other officers 
are: first vice-president, Dr. George Borden; sec- 
ond vice-president, Dr. Guy L. Tourney; secre- 
tary, Dr. Robert C. Murphy; treasurer, Dr. Harold 
Swanberg; accounting officer, Dr. Walter M. Lib- 
mann; editor, Dr. Hilliard M. Shair; assistant 
editor, Dr. William U. McReynolds; medical legal 
advisor, Dr. Ralph McReynolds; historian, Dr. H. 
O. Collins; counselor (three years), Dr. Carl F. 
H. Pfeiffer, and censor (three years), Dr. Clifford 
A. Hendricks. 

New Physicians in Quincy.—Dr. Leonard D. 
Grayson, a dermatologist, has joined the Physicians 
and Surgeons Clinic and will be associated with 
Dr. Hilliard M. Shair. Dr. Walter Ulbrich, a ra- 
diologist and formerly of Dayton, Ohio, has be- 
come associated with Dr. Harold Swanberg. 

Quarterly Meeting.—The regular quarterly meet- 
ing of the Adams County Medical Society was held 
at the Lincoln Douglas Hotel, Monday evening, 
Feb. 13. It was preceded by a dinner in honor of 
the speaker, Dr. Franklin E. Walton of St. Louis, 
Associate Prof. of Clinical Surgery, Washington 
University. Dr. Walton gave an illustrated talk on 
the surgical treatment of cancer of the stomach. 
He related the great value of the X-ray in making 
a diagnosis and emphasized the importance of 
eafly diagnosis and radical surgical treatment. 

At the business session, Dr. George W. Shannon 
and Dr. Givi Gabliani, both from Quincy, were 
elected to active membership in the society. Repre- 
sentatives of Parke, Davis & Co., of Detroit, 
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showed a sound, colored movie, emphasizing med- 
ical research and the training necessary for careers 
in medicine and some of the allied professions. The 
next meeting of the society will be held on Mon- 
day, April 12. 

Personal—Dr. Richard E. Meyer, Quincy, was 
recently certified by the American Board of Oph- 
thalmology. 

COOK 

The Physician Looks at Legal Problems.—The 
Chicago Medical School opened a series of lec- 
tures, January 10, on a series titled “The Physician 
Looks at Legal Problems.” Dr. Arthur A. Levi- 
sohn, also an L.L.D., professor of Legal Medicine 
at the Chicago Medical School, opened the first 
lecture with a talk on “The Doctor and the Last 
Will and Testament.” Other speakers in the series 
were: Clifford Shaw, A.B., head, Sociology Serv- 
ice, Illinois Institute for Juvenile Research, ad- 
ministrative director, Chicago Area Project, Jan- 
uary 17, on “Social Aspects of Delinquency”; Jo- 
seph H. Hinshaw, L.L.D., attorney at law, Jan- 
uary 24, on “The Medical Man on the Witness 
Stand”; Austin W. Brues, director, division of 
biological and medical research, Argonne Nation- 
al Laboratory, January 31, on “Occupational Haz- 
ards of Radiation’; Sgt. Daniel T. Dragel, Scien- 
tific Crime Detection Laboratory, Chicago Police 
Department, February 7, on “Chemical Tests for 
Intoxication”: Rabbi Louis Binstock, D.D., D.H.L., 
Temple Sholom, February 14, on “Medicine and 
Law as Found in the Bible” and Charles A. Bel- 
lows, J. D., Attorney at law, February 21, on “In- 
sanity and the Law.” 

Branch Meeting.—A clinical pathological con- 
ference featured the meeting of the North Shore 
Branch of the Chicago Medical Society, January 3. 
Dr. Edwin F. Hirsch, director of pathology at St. 
Luke’s Hospital, acted as moderator. Other par- 
ticipants were: Drs. Norman Roberg, associate pro- 
fessor of medicine at the University of Illinois Col- 
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lege of Medicine, Ralph Dolkart, associate profes- 
sor of medicine at Northwestern University Med- 
ical School and L. W. Peterson, Illinois Masonic 
Hospital. 

Society News.—At a meeting of the Chicago 
Neurological Society, December 20, speakers were: 
Drs. W. A. Gustafson, on “Choroidal Artery Liga- 
tion for Parkinsonism” (presentation of a patient); 
C. Whittaker and N. Wetzel, on “Intraspinal Dural 
Cyst”; A. H.. Norton and Benjamin Boshes, on 
Graphic Studies in Tone and Tremor” (preliminary 
observations in the Parkinsonian state) —The Chi- 
cago Pediatric Society was addressed, December 
20, by Drs. Isabel Lai-Fong Szeto and Heyworth 
N. Sanford, on “Alkaline Resistant (Fetal) Hemo- 
globin in Infancy and Childhood”; Mila Pierce, on 
“Treatment of Childhood Leukemia’; Robert 
Miller, Howard Traisman and Herbert Philipsborn, 
on “Hemodynamics of Puppies During Simulated 
Exchange Transfusions”.—At a meeting of the 
Society of Medical History of Chicago at the In- 
stitute of Medicine, December 14, Dr. Lester S. 
King spoke on “Similia Similibus”, and Dr. Israel 
Davidsohn, on Medical Caricatures—A Mirror of 
Medical History—Dr. Caesar Portes acted as mod- 
erator in a round table discussion on “Recent Ad- 
vances in the Treatment of Ano-Rectal Diseases” 
during a meeting, December 7, of the Illinois Chap- 
ter of the International Academy of Proctology.— 
The Chicago Heart Association was addressed re- 
cently by Drs. Philip Lee and Howard A. Rusk, 
both of New York, on “Rehabilitation in Cardio- 
vascular Disease” and Clark H. Millikan, Roches- 
ter, Minnesota, on “Cerebral Atherosclerosis and 
The Concept of Cerebral Vasospasm.” 

Personal.—Dr. Samuel M. Feinberg, professor of 
medicine at Northwestern University medical 
school, was installed as president of the Interna- 
tional Association of Allergology at its meeting in 
Rio de Janeiro, Brazil, November 10, 1955. Dr. 
Feinberg will serve in this capacity for four years. 
The group is composed of thirty national societies, 
according to a release from Northwestern Univer- 
sity. 

Course in Electrocardiographic Interpretation.— 
Beginning February 8, a course in electrocardio- 
graphic interpretation for graduate physicians will 
be given at the Michael Reese Hospital by Dr. 
Louis N. Katz, director of the cardiovascular de- 
partment. The class will run for twelve weeks. Ad- 
ditional information may be obtained from Mrs. 
Ana Rose, administrative secretary, cardiovascular 
department, Medical Research Institute, Michael 
Reese Hospital, Chicago 16, Illinois. 

Superintendent Willis Makes Annual Report.— 
“We Build the Elementary School an Educational 
Program” is the title of an attractive thirty-two 
page booklet making up the annual report of Ben- 
jamin C. Willis, general superintendent of schools 
of the city of Chicago for the year 1954-1955. The 
booklet is well illustrated with accompanying text 
discussing the various activities carried on in the 
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Chicago Public Schools. One section, titled ‘“Ade- 
quate Support”, reveals the interesting gross of the 
elementary school membership and carries a break 
down for the school budget dollar. The material is 
well organized and informative. 

Multiple Sclerosis Clinic—A clinic for multiple 
sclerosis patients was recently opened at St. Luke’s 
Hospital under the direction of Dr. Roland P. Mac- 
kay. The clinic is under the auspices of the Chicago 
chapter of the National Multiple Sclerosis Society, 
53 West Jackson Boulevard. Dr. Donald D. Layton, 
resident neurologist at St. Luke’s, is assisting Dr. 
Mackay. Clinic sessions are conducted on Tuesday 
mornings and Friday afternoons. Applicants should 
request referral or sanction from their physicians 
before applying for admission. -Any member of the 
Chicago chapter of the society or patients residing 
within the metropolitan area of Chicago may apply 
for admission. 

Personal.—Dr. Arthur E. Mahle has been elected 
chief of staff at Chicago Wesley Memorial Hospital, 
succeeding Dr. H. Ivan Sippy. Others elected at the 
staff's annual meeting were: Dr. Joseph F. Mallach, 
vice chief of staff; Dr. Edward M. Dorr, secretary- 
treasurer; Dr. Samuel J. Fogelson, Dr. Norman G. 
Parry, and Dr. Sippy, members at large, and Dr. 
Mahle, Dr. Fogelson, and Dr. George H. Gardner, 
liaison committee. 


Walter Barnes Announces Retirement.—Dr. Wal- 
ter S. Barnes, formerly chief surgeon at Mercy 
Hospital where he is an honorary staff member, ob- 
served his 87th birthday, January 14. In an inter- 
view with the Chicago Daily News, Dr. Barnes 
stated that he thought this age was about the time 
he should stop practice but that he planned to wait 
until his office lease expired May 1. “My hand’s 
as steady as a rock but my vision is going back on 
me”, Dr. Barnes is reported to have said. He con- 
tinued “Nowadays I just take care of my old 
patients, the ones who have taken care of me over 
the years. And I see them only by appointment.” 


Michael Reese Honors Staff Physicians —Bronze 
plaques acknowledging thirty or more years of 
service were awarded to eight physicians at the 
annual meeting of the Michael Reese medical center 
staff, January 19. Physicians who received awards 
were: Ralpk B. Bettman, William A. Brams, Eu- 
gene P. Lieberthal, Ralph A. Reis, Harry C. Rol- 
nick, Alfred A. Strauss, Irving F. Stein and Erwin 
P. Zeisler. 


Science Writers Honored.—Roy J. Gibbons, sci- 
ence editor of the Chicago Tribune, was presented 
with a copy of a resolution adopted by the council 
of the Chicago Medical Society, January 9, com- 
mending the Chicago Tribune for a series of six 
articles by him describing medical care available 
in Chicago. The presentation was made by Dr. 
Maurice M. Hoeltgen, president of the Chicago 
Medical Society. “The articles,” said the resolution, 
“provide an accurate and intelligent description 
of the high standard of professional services avail- 
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able and provided in a great variety of conditions 

. such articles, instead of incurring dissatisfaction, 
despair and criticism in the minds of the public, 
must offer encouragement to many people, and 
inspire confidence in the medical profession.” The 
series related the intimate case histories of disabled 
patients restored to new lives of usefulness thru 
physical medicine and rehabilitation. “Be it re- 
solved,” the resolution added, “that the Chicago 
Medical Society commend Roy J. Gibbons, for 
having produced this valuable and accurate series.” 

Arthur J. Snider, science editor of the Chicago 
Daily News, was awarded a citation of merit by 
the Illinois Civil Defense Agency, January 10. The 
award cited Snider for his “outstanding services in 
preparing special articles on the hazards of radio- 
active fallout . . . thereby prompting public atten- 
tion to the increased needs for civil defense.” 

Robert M. Woodward, state civil defense director, 
made the presentation in Civil Defense Agency 
offices in the U. S. Courthouse. 

He said Snider was the first science writer to 
recognize and write about dangers of radioactive 
fallout. 

Snider was one of 30 newsmen from newspapers, 
radio and TV stations in Chicago and downstate 
to get awards. 

FORD 

Funds Raised Through Voluntary Effort.—The 
Ford County March of Dimes campaign was given 
a big boost when the chairman, Mrs. Glenn Foster 
of Paxton, received a check for $791 from the Ford 
County Medical Society. 

The check represented a surplus of voluntary 
contributions of a dollar each from the grade school 
pupils who received Salk polio vaccine shots. Each 
child receiving the series was asked to donate $1 
to cover expenses for equipment and material. 

However, syringes, needles and other supplies 
were donated by another organization, and the 
money was not needed. The Medical Society then 
decided to give the money to the county March 
of Dimes drive, in behalf of the Ford county -chil- 


dren. 

Dr. Ross Hutchison, Gibson City, represented 
the society at the presentation. 
KNOX 


Personal.— Drs. J. W. Packard and Robert Reed 
were recently elected to membership in the Knox 
County Medical Society. 

LAKE 

Personal.—Dr. Bruce Bairstow, Waukegan, has 
been elected to membership in the Lake County 
Medical Society. 

Abbott Laboratories Entertains Professions in 
Special Anniversary—Abbott Laboratories spon- 
sored a dinner in the auditorium of the Abbott re- 
search building, February 29, to commemorate the 
golden anniversary of the Congressional Acts 
which established the guidelines within which 
wholesome food and reliable drugs could be pro- 
duced and used with confidence. Members of the 
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Lake County Medical Society, together with dis- 
tinguished representatives of other professions in- 
terested in the functioning of the U. S. Food and 
Drug Laws were guests. A panel discussion on ‘50 
Years’ Progress under Food and Drug Laws” was 
carried on by the following: The Honorable George 
P. Larrick, Commissioner of the Food and Drug 
Administration, Austin Smith, M. D., Editor of the 
Journal of the American Medical Association; 
Robert L. Swain, Ph. D., Editor of Drug Topics 
and Chairman of the Board of Trustees of the 
United States Pharmacopeia; and Thomas Austern, 
General Counsel for the National Canners Associa- 
tion. 

Society News.—Dr. Morris Fishbein, Chicago, 
addressed the Waukegan Elk’s Club and _ the 
Waukegan Rotary Club, February 22. Members of 
the Lake County Medical Society were invited to 
attend this joint dinner meeting. 


PEORIA 

Society News.—Dr. William Riker, member of 
the staff of Children’s Memorial Hospital, Chicago, 
addressed the Peoria Medical Society, January 17, 
on “Surgical Emergencies in Infancy and Child- 
hood.” 


ST. CLAIR 

Society News.—Dr. John Deyton, medical direc- 
tor of Miriam Rehabilitation Division of the Jewish 
Hospital, St. Louis, addressed the St. Clair County 
Medical Society, February 2, on “The Role of the 
Physiatrist as a Consultant in the Management of 
Rehabilitation Problems.” 


SANGAMON 

Roland Cross Honored.—Honorary membership 
in the Sangamon County Medical Society was 
awarded to Dr. Roland Cross, director of the 
Illinois Department of Public Health. The cer- 
tificate was presented at a dinner meeting January 
5 in recognition of the outstanding accomplishments 
of the Illinois Department of Public Health during 
his sixteen years tenure as director. Dr. David J. 
Lewis, retiring president of the County Medical 
Society, presented the certificate which read: “San- 
gamon County Medical Society by a vote of its 
membership awards Dr. Roland R. Cross this cer- 
tificate of Honoary Membership in recognition of 
his outstanding achievements in the realm of medi- 
cine; his high qualifications, personal and profes- 
sional; and his high professional standing which 
has resulted from the dedication of his abilities to 
improving medical care.” 

In accepting the citation, Doctor Cross remarked: 
“T am deeply grateful for the honor you have con- 
ferred on me. I know that it is very unusual for a 
medical society in this State to award an honorary 
membership to anyone and more unusual to so 
recognize a physician who is still fully active in his 
practice or position. I am mindful too of the well 
founded observation of the Great Teacher that ‘A 
prophet is not without honor save in his own 
country and in his own house.’ “That you have 
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seen fit to honor me, who is one among you, and 
to have done it in a most unusual way, fills me with 
humble pride. Indeed I can think of no other recog- 
nition outside of my immediate family that would 
mean so much to me as the action which this group 
of my fellow physicians has taken here tonight. 

“In accepting honorary membership in the Saa- 
gamon County Medical Society I feel impelled to 
pay tribute to the devoted efficiency, loyalty and 
high integrity of the fine staff of men and women 
in the State Department of Public Health who have 
made possible any success which has been achieved 
by that Department during my incumbency. There 
is no finer group of people on earth than those em- 
ployed by the Illinois Department of Public Health. 
All of the professional and technical personnel have 
been educated especially for the kinds of work they 
are doing. Many of them hold doctorate degrees and 
many others have masters degrees in their special- 
ties. They know what to do and how to do the 
things which need to be done in protecting and im- 
proving the public health. And they are exceedingly 
industrious. Above all they know how to get along 
with people so as to get things done willingly, co- 
operatively and in good spirit. 

“T say then, that you honor them in honoring me 
and I am glad of the opportunity of paying tribute 
of them now. 

“T would be remiss in my duty if I did not men- 
tion also the important contribution which the 
medical profession has made toward the successful 
operation of the Illinois Department of Public 
Health. The cooperation, the manifestation of mu- 
tual confidence and the spirit of good will of the 
medical profession, both as individuals and as an 
organization, have been outstanding and of im- 
mense importance throughout my incumbency. This 
splendid relationship is a fine demonstration of the 
strength and value of teamwork that may be at- 
tained by governmental and voluntary agencies in 
getting things done in the public interest when 
there is a will to do so. The relationship which 
’ prevails between the profession and the Department 
has been responsible in large part for the advance- 
ment of public health in Illinois to a degree which 
is the envy of health officers in many other states. I 
am proud of the record and I cherish the good will 
and the confidence of the medical profession which 
has done so much to make that record’ possible. 

“So with abundant gratitude and in humble spirit 
I accept the honorary membership in the Sangamon 
County Medical Society and I pledge to you that 
it will be a steadfast reminder to me to do the very 
best I can as long as I can to justify in full measure 
the confidence implicit in the honor you have con- 
ferred on me.” 

Society News.—Dr. F. Garm Norbury, Jackson- 
ville, president of the Illinois State Medical Society, 
addressed the Sangamon County Medical Society 
at the Elks Club, February 2, in Springfield. His 
subject was “Tranquilizing Drugs.” Floyd E. 
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the 


Winnebago- 
County Medical Society, Rockford, also spoke on 
the “Functions of a County Medical Society Ex- 
ecutive Secretary.” 


Tarbert, executive secretary of 


GENERAL 

Heart Groups Open Campaign For Funds.—The 
American Heart Association and the Chicago Heart 
Association opened their 1956 national campaign 
kick-off with a dinner in the grand ballroom of the 
Palmer House, January 31. Speakers included: Hon. 
Richard J. Daley, Mayor, city of Chicago; Louis N. 
Katz, M. D., president of the Chicago Heart As- 
sociation; Dr. Preston Bradley, Pastor of the 
Peoples Church of Chicago; Irvine H. Page, M. D., 
president of the American Heart Association; Syl- 
vester L. Weaver, Jr., chairman of the board, Na- 
tional Broadcasting Company; Paul Dudley White, 
M. D., eminent Boston cardiologist; Robert E. 
Hunt, vice-president of the Northern Trust Com- 
pany and Bruce Barton, chairman of the board, 
Batten, Barton, Durstine & Osborn. 

Commission Sponsors Meeting on the Handi- 
capped Child—‘Sharing the Community With the 
Handicapped Child” was the theme of a Regional 
Conference on Exceptional Children in Quincy re- 
cently, which was sponsored by the Illinois Com- 
mission for Handicapped Children and attended by 
more than 200 persons from the six-county area. 
Dr. Raymond E. Robertson, superintendent of the 
Institute for Juvenile Research gave the luncheon 
address on “Mental Health and the Handicapped 
Child.” The program included a panel discussion on 
sharing with handicapped children opportunities for 
achievement, for fun and for acceptance, followed 
by three “do-it-ourselves” workshops on the prac- 
tical application at the local level. Among the 
physician participants were: Drs. George Bordon, 
chairman of the Mental Health Association of 
Quincy, and Otto Berdach, clinic director of the 
Jacksonville State Hospital. Drs. Otto L. Bettag, 
director of the Department of Public Welfare; 
Edward L. Compere, professor of bone and joint 
surgery at Northwestern University Medical 
School, and Roland R. Cross, director of the Illinois 
Department of Public Health, are members of the 
Illinois Commission for Handicapped Children, a’ 
state agency since 1941 with responsibility to study 
the needs of the physically and mentally handi- 
capped children of Illinois and to promote an ade- 
quate program of service for them. The Commis- 
sion has offices at 160 North LaSalle Street, Chi- 
cago. Miss Jane Bull is executive director. 

Sectional Meeting of College of Surgeons in Mil- 
waukee.—Handling of mass casualties was one of 
the important subjects discussed by a panel of ex- 
perts at the Sectional Meeting of the American 
College of Surgeons during the three-day meeting 
in Milwaukee, February 27 through 29, at the Hotel 
Schroeder. Dr. Forrester W. Raine, Milwaukee, was 
Chairman of the Advisory Committee on Arrange- 
ments. 
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Among tthe topics considered were fractures 
in children, hypothermia in cardiac and general 
surgery, carcinoma of the prostate, tumors of the 
thyroid, cancer of the colon, intestinal obstruction, 
problems in operability, endometriosis, repair of 
nasal defects, and biliary tract surgery. Special 
hospital clinics were offered on two mornings of 
this meeting. Medical motion pictures and cine 
clinic films were included in the program. Illinois 
physicians participating in the meeting included: 
R. Kennedy Gilchrist, Chicago, Harry W. South- 
wick, Warren H. Cole, Ralph A. Reis, George 
H. Gardner, Derrick Vail, Samuel Meyer, H. Wil- 
liam Scott, Jr., Jospeh P. Evans and Dwight E. 
‘Clark, all of Chicago. 


Postgraduate Conference.—The Richland County 
Medical Society acted as host for a Postgraduate 
conference in Olney, January 26, presented by the 
Postgraduate Education Committee of the Illinois 
State Medical Society in cooperation with the fac- 
ulty of the University of Illinois College of Medi- 
cine. Speakers were: Drs. James A. Schoenberger, 
on “What’s New in Medicine”; William J. Grove, 
on “What’s New in Surgery”; Rocco V. Lobraico, 
Jr., on ‘“What’s New in Obstetrics and Gynecology” 
and Heyworth N. Sanford, on “What’s New in 
Pediatrics”. 


Meeting of Illinois Pathologists.—The fall meet- 
ing of the Illinois Society of Pathologists was held 
at the University of Illinois College of Medicine, 
December 3. Speakers were Drs. Paul B. Szanto, 
associate director of the department of pathology 
at Cook County Hospital on “Inflammatory, and 
Neoplastic Lesions of the Upper Respiratory and 
Digestive Tracts.” and Louis R. Limarzi, associate 
professor of medicine, at Illinois, on “Interpretation 
of Bone Marrow Smear.” Officers of the society 
are Drs. Jerry J. Kearns, president, and Frederick 
‘C. Bauer, Jr., secretary-treasurer. 


“Your Doctor Speaks” on FM Station WFJL.— 
The following physicians have recently appeared 
in transcribed broadcasts of FM Station WFJL, 
‘Thursday evenings at 7:45 p.m. The series, entitled 
“Your Doctor Speaks,” is presented by the Educa- 
tional Committee of the Illinois State Medical So- 
‘ciety: 

Danford C. Chamberlain, attending urologist at 
Augustana Hospital, January 26, 1956, on Hem- 
aturia. 


William J. Schnute, assistant professor of surgery, 
Northwestern University Medical School, February 
23, on Injuries During the Growth Period. ; 


Lectures Arranged Through the Educational 
‘Committee of the Illinois State Medical Society: 


Alan R. Feinberg, currently instructor in Medi- 
cine, Northwestern University Medical School, 
Woman’s Auxiliary to the Tazewell County Medi- 
cal Society and the Pekin Woman’s Club, March 2, 
on Allergy. 


for March, 1956 


Adrien Ver Brugghen, clinical professor of sur- 
gery, University of Illinois College of Medicine, 
District Health Chairmen of the Illinois Federa- 
tion of Women’s Clubs, March 9, on Muscular 
Dystrophy. 3 

Rudolph Dreikurs, professor of psychiatry, Chi- 
cago Medical School, Philip Rogers Parent-Teach- 
er Association, March 12, on Physical and Emo- 
tional Needs of the Child. 

Paul H. Brown, D. D. S., a member of the Chi- 
cago Dental Society, Philip Rogers Parent-Teacher 
Association, March 12, on Physical and Emotional 
Needs of the Child. 

Lawrence Breslow, clinical assistant professor of 
pediatrics, University of Illinois College of Medi- 
cine, Philip Rogers Parent-Teacher Association, 
March 12, on Physical and Emotional Needs of the 
Child. 

Marvin A. Rosner, clinical assistant in obstetrics 
and gynecology, University of Illinois College of 
Medicine, Victor F. Lawson Parent-Teacher As- 
sociation, March 13, on Answering the Child’s Sex 
Questions. 

Lectures Arranged Through the Scientific Serv- 
ice Committee of the Illinois State Medical So- 


ciety: 
George E. Hall, J. D., staff associate at the 
American Medical Association, Marion County 


Medical Society, Centralia, February 16, on Mal- 
practice, Incidence, Causes, Prevention. 

John T. Reynolds, associate professor of surgery, 
University of Illinois College of Medicine, Kanka- 
kee County Medical Society, Kankakee, February 
21, on Intestinal Obstruction From a _ Surgical 
Standpoint. 


DEATHS 

Elizabeth B. Ball*, retired, Springfield, who grad- 
uated at the College of Physicians and Surgeons 
of Chicago, School of Medicine of the University 
of Illinois, in 1907, died January 1, aged 73. She 
was associated with the Illinois Department of Pub- 
lic Health for 25 years. 

Harrison C. Blankmeyer*, Springfield, who grad- 
uated at Northwestern University Medical School 
in 1905, died December 31, aged 78. He was a 
member of the “Fifty Year Club” of the Illinois 
State Medical Society. 

Spencer P. Blim*, Chicago Heights, who grad- 
uated at the Chicago College of Medicine and Sur- 
gery in 1916, died January 25, aged 62. He had prac- 
ticed medicine in the suburb for 35 years. 

Gordon G. Burdick*, Chicago, who graduated at 
Northwestern University Medical School in 1890, 
died January 17, aged 90. 

John Wesley Clayton*, Johnston City, who 
graduated at St. Louis University School of Med- 
icine in 1904, died November 10, aged 80. He served 
as a member of the high school board and one term 
as city alderman. 


*Member of the Illinois State Medical Society. 
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Harvey A. Felts*, Marion, who graduated. at 
Northwestern University Medical School in 1913, 
died January 7, aged 71. He was a former vice- 
president of the Ilinois State Medical Society. 

Frank H. First*, Rock Island, who graduated at 
Rush Medical College in 1897, died recently, aged 
85. 

Joseph W. Kadzewick, Chicago, who graduated 
at Loyola University School of Medicine in 1932, 
died January 26, aged 50. He was a member of the 
staff of Holy Cross Hospital. 

Malcolm T. MacEachern*, Chicago, who grad- 
uated at McGill University Faculty of Medicine, 
Quebec, Canada, in 1910, died February 3, aged 74. 
He was director of professional relations of the 
American Hospital Association at the time of his 
death, and director emeritus of the American Col- 
lege of Surgeons. 

Barney Joseph Marxer*, Dupo, who graduated at 
St. Louis College of Physicians and Surgeons in 
1908, died November 16, aged 72, of coronary 
thrombosis. He was past-president of the St. Clair 
County Medical Society. 

George H. Miller*, Bellaire, Michigan, formerly 
of Chicago, who graduated at the University of 
Pennsylvania School of Medicine in 1917, died No- 
vember 13, aged 69. 

Edward H. Ochsner*, retired, Chicago, who 
graduated at Rush Medical College in 1894, died 
January 22, aged 88. He was a past president of 
the Illinois State Medical Society, and former at- 
tending surgeon at the Augustana Hospital. 

Charles Fi. Parkes*, Sharon, Wisconsin, formerly 


Joint returns 

Many physicians will find it to their advantag» 
to file joint returns with their wives, whether or 
not the spouse has an income of her own. An un- 
married person who qualifies as “head of the 
household” may claim .about one-half the tax 
benefit afforded a married couple on a joint re- 
turn. Tar Roundup for Physicians. Ohio M.J. 
Dec. 1955. 
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of Chicago, who graduated at Rush Medical College 
in 1897, died December 10, aged 84. 

John Peters*, Oak Park, who graduated at the 
Chicago College of Medicine and Surgery in 1912, 
died January 29, aged 65. He was chief of the med- 
ical staff at Oak Park Hospital and former May- 
wood Health Commissioner. 

Helga M. Ruud*, retired, Chicago, who grad- 
uated at Northwestern University Woman’s Med- 
ical School in 1889, died January 29, aged 95. She 
had been on the staff of the Norwegian-American 
Hospital since 1896 and had taught in the nurses’ 
school there for 34 years. 

George H. Stacy*, Peoria, who graduated at 
Northwestern University Medical School in 1908, 
died January 22, aged 77. 

Michael H. Streicher*, Chicago, who graduated 
at the University of Illinois College of Medicine in 
1926, died February 9, aged 58. He had been execu- 
tive secretary and treasurer of the Medical Alumni 
Association of the College since 1924, except for 
1949 and 1950, when he was president. 

Mary E. Williams*, Chicago, who graduated at 
the University of Illinois College of Medicine in 
1917, died recently aged 72. She was a member of 
the staff of the Women’s and Children’s Hospital. 

Evelyn N. Young, retired, Chicago, who graduated 
at Jenner Medical College in 1913, died January 19, 
aged 79. She worked for many years for the Chi- 
cago Board of Education as an instructor of sub- 
normal children. 


Indicates member of the Illinois State Medical Society. 


Toxic reactions 
A rather profound depression and parkinso- 


nian syndrome occurred in a patient receiving 
whole root Rauwolfia Serpentina in a commonly 
used dosage. Slow reversal of these symptoms 
followed the withdrawal of the drug. Some non- 
intention tremor was still evident five months 
later. Harold H. Jones, Jr., M.D. Treatment of 
Hypertension with Rauwolfia. J. Oklahoma M.A. 
Nov. 1955, 
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